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INTRODUCTION 



This is tim final report* bTV rha' f ir fft- ycaT-evdljaatian ^of, the Jleacl 
Start/Medicaid Early and Periodic Scroening^ Diagnosis and TrGat^ 
mont (EPSDT) Collabarativc Effort, a dcinona traUion program that 
was initiatiGd by the Oificc. of Child DevclopmGnt (OCD)/llEW in 
1974 . in initiating the program, OCD/HEW set forth the follov/ing 
ob j gc t ivQs : 



to asnesB the bDnofits in terms of incroased services 
for botli Head 3 tart and iion-'Ilead Start children 
and to establish the dollar value of these services 

to deterrninG any barriers which prevent the Iltpad 
Start program from making maximum use of Medicaid/ 
EPSDT to pay for required health services provided 
to Medicaid eligible children in local prograams ^ 

to analyze long-term progran] and policy issues 
concerning fioad Start servicGs to young children as 
a basis for improving Liiose services in iload Start/ 
Medicaid EPSDT. 



This report, which lias been prepared by Boone, Young & Associates , 
a private consulting firm under contract with OCD/HEW to evaluate 
the Head Start/EPSDT Coilaborat ive Effort, presents and analyzes 
data collected during the first year of the program. It also 
sets forth key policy considurations based on study findings. 
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In evaiuatirig hlio collabara tiive cJiforti, tho report cjKainiiios 
Gf f GCtivencDBS of tho program stratocjitiL^ chosen by par biaipatinc^ 
projeatG^ and throuah thiB avaliiation, seokB to provide diraction 
Lor policy and procjruni planninci. 

The interim rGport provided a datailod analysis of tiio programs 
prior to tlin iiritiation of the collaboration effort, and included 
in=-ilQpth tabular coinpila Lions , Tho final report discussGG the 
liistiory of [inacl start and EPBDT only insoj;ar as they have a bearing 
on the collaborativG effort. Likewise^ only thoBO tables and data 
analyses germantB to tlie evaluation^ key findings^ and policy 
consideratious arc includrad here* RGaders wishing a more comprG-- 
hensiva ovorviev^ of the Head Start and EPSDT programs and a more 
inclusive presentation of study data are requested to consult 
the interim report. All tables presented in the interim report 
are included in the final report as Appendix A, 

Boone ^ Young & Associates wishes to extend its gratitude to tiie 
OCD staff for its cooperation in implementing the evaluation study 
design. We also wish to eKpressly thank the staff of the funded 
projects/ without whose cooperation this study could not have 
progres se'd * 
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ORGANIZATION OF THE PINAL RML^OR'i 



Section I prcnsonta a fiummnry of tha major findings, arucinl 
problems^ nr\d koy policy CDnBidorat:ionF3 aR^certainocl from tho 
study by specific isij^uo aran» 



Snct:ion II prnBcntn backq rouiicl information on bho EPSDT and 
Hocid Start Programs and the Collabora tivo Etfort. 

Soct'ion III describes the study mnthodolocjy ompIoyF-^d in the 
evalua tion , 



Section IV disouBSos the rir^c|ani%a tion and operation of tiin 
Head Start/EPSDT Collabarative Effort. 

Section V GKaniines Medicaid certification results and reviewB 

prior health care statijB of participating children* 

Soction VI analyzes tho provision of health Bervices during the 
first year of the collaborative effort. 

Soction VII offers an analysis of tho state EPSDT plans and 
compares these to the Head Start Program Performance Standards, 

Soction VIII cites the tGChnical assistanc© needs of the 
pro joc ts . 

Section IX provides cost utilization factors related to the 
GOllaborativo effort* 

AppandiK A - Tables From Interim RGport 
AppendiK B - Data Processing 
AppendiK C - Profilo on IMPD Projects 
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I: nUMMAK^: OF MAJOl^ I;' i NIM NCUm Ci^M 'c: IAIj IMUjBLhlMn AMU KEY 
P 01. 1 C Y COMil 1 D E HA T X ON S 



This aeGr;lon sununa]-^ u^en the major finclinge of tha fir^t year 
evaluation of Lhu lioad Stair t/KL'UDT Coilaboira tiva lirtart and 
prf^sentB the crucnal problumH and key policy conGidorationB 
for tho follo^vinq issuo areas ^ 



1, Medicaid car ti f IctttiOTi Jlor Koad Start and noii-- 
Iload start children 

2, Previous hoaltli caro status of Iload Start and 
non-HGad Start childron 

3, RocGipt of health services during the first year 

4, t;i,^BDT roiinburtiablc BervlCGs pruvidGd/ob tained 
during the first year 

5, Supportive scrvicGs provided to non-^Jlead .Start 
children 

6, Comparison of Head Start Program PerformancG 
Standards and State EPSDT Plans 

7* Analysis of State EPSDT plans and providers ' 
performance 

8* Cost utilization factors pertaining to SGrvice 
delivery 

9, Technical assistance noads of the projects and staff 
charactGri sties ^ 
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In asSGSBing bho First: yonr avnluatlori, Hr-varnl concl.u«ians 
may be drawn i:roin tho first year findings,, Pirnt: of all^ tho 
Iload Start pro ject^ worG reasonably ouccGSsful in accomplishing 
the ol;r] net ivrv; of 1 ho ccO Inbnra tJ. vc crnorl.:, '-lany Iloacl Sliarl: 
ahildrnn vmre HCrncuiod cinrinq Lho Pirnb ynnr ? ovnn though thay 
wQi:a not always Medicaid cortiCiod. Morcvor , in the projcDcts 
r::olGCtGd for in-dGpth shudy^ there was much concontratcd 
effort to ussuro tho compiGtion of. scrrviCQH • 

SQcondlyi and on the positive side^ Head Start programs initiated 
relationships with many public welfare, health and social sQirviee 
agencies/ and privato sector providers, and reinforced existing 
contact v;ith sucli groups. In some target states^ Head Start 
programs stimulatQcI greater interest in EPSDT v;ithin local com^ 
munities and arnong concerned state agencies. 

The major objective of tlie collaborative effort was to increase 
health services to children ages 0-^6 through effective utlLi^a-- 
tion of the EPSDT prograni by Head Start, In order to accomplish 
this taskf OCD awarded supplemental grants to 200 Head Start 
projects whose main responsibility would be to devise specific 
program strategies to carry out OCD's objectives. These grants 
were awarded on the basis of applications submitted by the pro- 
grams which described the potential and* actual Medic^aid/EPSDT 
population within Head Start and the surrounding cominunity, and 
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thGir piajis for nouiV:incf an o T rrM.: bivci col:i.al)a7rn iiivo nCrorl:* 
Thn projnctB f^oloc: i-aci a on Bt:il:ut:,(Kl Lho national naiiiplo fox t:iic 
GVolualion 3l:Uf.ly, Thirty ol; Llinnc wo.:q fJc'lccLrul for in-'CUiM:]! 
diia lyii i B * 

'j'ho projncts rf^prcoontocl n wiclo fipoctrum of l:ho ncibionnl Ilacid 
Start: program but nhov/nrl a .itrong rural Ijian dospito tlio hiqh 
incidoncD of llrad Start procjrams in low-inconiQ urbnn arociB 
gendrally. Many nthnlc, cultural and linguistic groups, include- 
ing blacks ; Chicanon , Aiiiorican Indinnn, [1^ o 0 ] r whit c £i \^/ Q r o i ^ ci r t 
of the national samplG. Also; specific Head start projact^--' 
the Indian and migrant workGrs * demons trat ion projects (IMPD)^-- 
wora included* The numbers n childrcDn receiving Hoad Start 
services in individnnl projocts rangod froni 60 to 2,500* In 
choosing the selectod sample o£ thirty projects, efforts v/ere 
made to insure that the selected group approKiniated the cliarac^ 
teristics of the national sample with corrections for rural 
bias , 

OCD established several priorities for these demonatra tion 
projects during the first year. The mOBt important priority 
v;as to provide EPSDT services to as many Medicaid eligiblo' 
Elead Start children as possiblG and enroll in Medicaid the 
maKimum numbers of Head Start children not yet certified by 

ERIC 



1 =■ 

tliG niedi.cai .ihg I r; (:rnir:a pracjroni- A5 a hqcqiuI prioriliy , Unad 
Start pro joat£3 \ l:o coiuluai: coiainuni Ly-^wiUe rQcri.ii. b incT for 

naii-Ilaacl SLarU Mudicaid eli^jiblo cliilclrnn. r'or IJil^i iiopuintion; 
ai i^Of Liio Mi'o ■jf.!cl.,!; wim:o Lo aii.iiui u lum: \A. ^ iQa{.un\ u I: Lhu [^adicaicl 
til I y il )la cl li. idvi'W , 

DLirinq l^!v:* Pirf^t yoar of t:ho cfil l/?ibnr£\ t: ivn of fori: ^ t:ho Unacl 
Btiart: projects raaehocl 129^ 2 34 linad Start: and non-IlGad Starb 
chilclrDn. (This figure was calaulatcd by oNtrnpo lat: ing iihc 
tobal number of Ghlfclron rnpOTrliDcl Baroonad , 95 /)91 , by 1.4 7 
projects to thG univar^u of 198 proyrams that had racci^Gd 
supplGmGntal grants.) For children diagnosad or lirGatGd^ the 
QKtrapolatQd num!)Gr for tho 198 programs is 26,93 3 children. 

For tha Head Start projects ^ the first yoar of opGratioii for 
the coilaborativo effort: Wf^s primarily a dovelopmenta 1 period ^ 
with many trial and error learning oxperiences . During this 
pQriodr the domonstra (.ion projects had to phase in the col- 
laborative effort as wgII as familiarize thGmselvGS with tho 
various forma boiny used in tho Gvaluation study* 

Many did not roaliEG tlie potential for sorvicos to iion-IIead 
ntiart children through utilization of conimunity resources. In 
some cases^ too, the projects WGrc stymied by the reaction of 
public aqencioB or tho difficulty of intormcshing with the 
state EPSDT system. Hoviowing the IgvgI of participation in 

ejIc 



terms of number of children against the cjanenilly limited tech- 
nical support received by the moiis tr atlon projects, the level 
of activity— greatly varied among iiidividual projeGti — is under*- 
standabl© and^ in some inatancos t coinmendable* 

The major findings arid policy Cojiiderations , as wqII as crucial 
probleitis related to these, m& detailed belo^ by iisue area- 
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Issue iVrea l i T\\a CKtent to which the projects achieved 

MGdicaid CGrtif ica tion for IlGad Start and 
non-Head Start childrGn. 



FINDINGS : 

Head Start projects ware reasonably 
BUccGssfful in reaching and reviewing 
chirdren for Medicaid eligibility, 
but the niajority of childrGn-'-^both 
Head Start and non-Head Start^ — vho 
wero repctod as Medicaid certified 
begaii the EPSDT Go UaborativG Effort 
with that status (60%) (17i.989 out 
of 25,737) . 

The projects were more succeasf \il 
in reaching and revie\sfing non-Tlead 
Start childrGn for Medicaid oligi- 
bility, but the majority of the non-^ 
Ilaad Start youngsters were the sib- 
lings of Head Start Gnrollees who 
were already CGrtified, rather than 
siblings in those llead Starb familiGs 
boliovcU eligible but not yat certi-- 
f ied , 

The projects were highly successful 
in obtaining Medicaid certi f Icatioii 
for non-^Head Start children y^ho had 
not been cGrtified prior to entry 
into the collaboration (83?., or 
10,170 out of 13,277). They wcra 
loss succcaaf ul with thG Head Start 
population {W% , or 14, 684 out of 
38,912), reflGCting possible dis-- 
crQpanclcs between the eligibility 
r>tandards for Medicaid and Head 
Start, 

, The' parent involvGniont cainpcnont was 
cjonorally useful in providing for 
auL roach , acrgonlny f and □ stab lis hlng 
Mod ica id eligibil Ity , particularly 
fnr th€ BiblingB of non-Head Start 
children. 
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ThGrc were v/idG variations among re-* 
cjions and aniong salectcd projects in 
the numbers of cht ldreii---llead Start 
and non^Head Start-^-for whom Medicaid 
certification was achieved* 



PROBLEMS I 

Limited staff rGSOurcG s and the lack 
off clarity as to the degree of involve^ 
mmnt by Head Start staff in the recruit^- 
ment of non-Head Start , non-^sibling 
chi Idren wore apparcrit ly important ad- 
vGrsm factors in reaching these children* 

The differences in elicjibility stan- 
dards for Medicaid and Head Start ser-- 
vices may have affected the number of 
children who were found to be Medicaid 
eligible by the projects. States with 
appreciably low Medicaid standards may 
, have been unable to accept low^incoitie 
chi Idren recruited by the Head Start 
projects for the coliaborative e f f ort * 

Many children apparently eKperienccd 
considerable fluctuation in their 
Medicaid status over the year, with 
possible dGtrimental results for health 
care, continuity* 



POLICY CONSIDERATIONS ! 

Systematic planning^ including reliable 
estimates of the number of children to 
be served and inforrnatlDn on the type 
of supportive service s aval lablo , would 
be likely to enhance certification efforts 
through improved deployment of staff re- 
sources * 

Local Head Start programs could use stan- 
dardized procedures for assessing Medicaid 
oligibility by Head Start programs so that 
the accuracy of Medicaid certif ication re- 
ferrals might be increased, Mso, review 
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cc^^ld ho lirulurtaken by OCD of barriers to 
EI; :;dT eligibility for" Head Start eiirollees 
because of soitie states' low-income criteria. 

Head Start prcgranis could establish closer 
working relationships v/ith local E'^SDT 
agencies to speed the deterrninatiori and 
certification process of a referral child* 

The number of potentially eligibLe chil^ 
dren brought into EPSOr could be increased 
wert3 the projects given greater assistance 
in deveLoping outreach techniques , and 
wore greater stresB placed on the derrion-- 
s ti^ably s ucce ssf ul parent involvement com= 
ponent . 

Because the incoine eligibility differences 
(in dolLars) tend to be minimal between 
Medicaid and Head Start, OCD may wish to 
review/ ^^ith BBS the feasibility of providing 
Medicaid certification to low^ income , pro-' 
school children on the basis of their ^nroll^ 
ment in Head Start* 



IB 



Previous hoaltli care status of Head Start 
and non-'Head Start children. ^ . 



Ngarly al 1 oC the previously enrol led 
liGad Start children (92%^ or 6^792 out 
of 7p 343) had received screening ser-- 
vices primarily through Head Start 
prior to entry into the EPSDT effort/ 
and Medicaid certification or eligi^ 
bility was not a factor in receipt of 
these services , 

Few projecrs reported children-^Head 
Start or non-Head Start-'-who received 
mental health / medical , and nutritional 
services prior to entry into EPSDT, 

Non-Head Start children who had received 
health services j)rior to enteriiig EPSDT 
were primarily Medicaid certified and 
siblings of Head Start enrollees. 



The availability of varioi^s health ser^ 
vices in a local area^ with some com-^ 
munities apparently having significantly 
greater resources than others , may have 
determined the incidence of prior health 
care to some degree in any particular 
region * 

The s imilar j ty in incidence between 
Iload Start and non-Head Start children 
who received screen ing services prior 
to EPSDT entry may reflect the concen- 
tiration by Bome Head Start programs in 
providing f artiily health services rather 
than focusing on the needs of the en-- 
rolled Head Start child ^ alone , Apparent 
emphasis in the projects on supplying 
dental sorvicos for Head Start enrollees 
may eKplain the r elativelv lower ^ B^_of 
dent a 1 care for nQn--Head Start childr e n . 
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POLICY CONSIDERATIONS I 

Head Start programs might be encouraged 
to arrange for family health services^ 
thereby ensuring that all family members , 
including children, are prov^ided compre- 
hensive care. Similarly ^ the projects 
could be assisted In defining their 
responsibility for recruiting participants 
beyond the imrnediate Head Start family as 
part of th^' Head Start performance stan- 
dards . 

Limitations^ in some state plans for Medi-- 
caid/EPSDT ^ould be overcame through im- 
plGmentatlon of national standards for 
the provision of health services to low^ 
income^ pre--$"chool children. 

Greater assistance for Head Start progranis 
in improving litiligation of community health 
resources wou;ld result in expanded screen^ 
ing services through augmentation of the 
programs' own capabilities* 

Additional assiscance for Mead Start pro-- 
grams would enable them to become niore 
aware of the overall developniental health 
of pre--school children. Particular stress 
could be placed on nutritional and mental 
health development. 
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Issua Area 3^ The ©Ktent to which the projects provided/ 

obtained health servicas for Head Start and 
non-HGad Start children daring the year. 



FINDINGS I 

There was a fourfol d increase In the 
numbsr of children screen ed this year 
CQm pared to last year ^ The vast rna - 
jorlfc y of children screen ed (56%^ or 
82 ,78 2 out of 9 5V9¥7) v^e re Heacf Start 
enro lleas , Most of these screenings, 
howe ve 'rT~WQ re incomplete at the time 
of reporting. Although there was an 
increase in the number of non-Haad 
Start ^ children screened, it was noL 
as greats 

Although relatively large numbers of 
children were screened, only one out 
of five were diagnosed or treated. 
For those treated, acute or chronic 
care was most often provided for 
both Head Start and non-Head Start 
children^ and each child received 2*6 
units of treatment. 



PROBLEMS • 

The availability of particular health 
services in a given area again influenced 
the incidence of their receipt this , year, 
particularly psychological and nutritional 
services. 

The lack of information about the nature 
or quality of screening and other health 
services provided limits the assessment 
about the impact of these services upon 
the health status of the children* 
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The relatively large nuraber of Head 
Start children participating who were 
ineligible for MGdicaid or of unknown 
status means that the Head Start proj^ 
ects most likely had to pay for services 
rendered from their own program resources, 
even if the services were available through 
the state EPSDT plan. 

As in the case of the previous year , 
dental ca re was the most prevalent type 
q£ health service provided . There:^ was 
a fourfold increase in the nuinber of 
children reported this year . 

More than 90% (8,800 out of 9,623) of 
the Head Start and non^Head Start chil- 
dren who were reported having mental 
health services received psychological 
testing (type of test administered un- 
known) but few were counseled or xb- 
f erred for further services* 

Nutritional services were again the 
least frequently provided. h greater 
number of children receiving these 
services were referred for additional 
assessment compared to other health 
services * 

Medicaid certification appeared to be 
unrelated to the receipt of health 
services, as the proportion of Head 
Start and non-^Head Start Medicaid 
certified children was almost oqual to 
those who were ineligible or of iinknown 
B tatus . 



POLICY CONSIDERATIONS ^ 

The scrGening package mandated for Head 
Start children might be defined in greater 
detail (test specification , for instance) 
to assure measures of comparability among 
Head Start programs, as has been reflected 
on the 1975 revision of the Head Start per^ 
£ ormancG standards • 
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Further studies regarding the quality 
of health services received couicl p^Or 
vide the basis for revising standards 
for health care. 

Additional program resources to Head 
Start projects would greatly enhance 
their capability in providing services 
to fainilies of Head Start children. 
The parent involvement component could 
be particularly useful toward this end* 



Issue Area 4 1 Extent to which tho projects ware able to provide/ 
• ' * * - obtain -clirtct* EPSDT* rcimburMb4€*s©ir¥'ic©s* for* ^ * 
eligible children , 



PINDINGSl 



Only two Head Start projects obtained direct 
reimbursement by Medicaid EPSDT^ either as 
vendor or through purchase of health service 
agreements . 



PROBLEMS I 



There was only one contract reported between 
a public agency and a Head Start project. 
Relationships were generally quite^ in- 
formal^ with minimal assistance or support 
provided by public agencies to Head Start 
projects. In fact^ many projecte reported 
resistance by public agencies^ particularly 
at the local level/ regarding Head Start rolag 
in EPSDT delivery* 

Many projects relied on previous patterns of 
health service arrangements in the case pf 
Mead Start children^ possibly minimizing the 
use of Medicaid, 



POLICY CONSIDEimTIONS : 



The EPSDT coordinator qould be trained to 
have close familiarity with Head Start program 
objectives and health'-related matters so 
that there can be full integration of the 
EPSDT effort into the overall Head Start program. 
The position will benefit in this regard^ should 
it be made full-time and bo placed under the 
supervision of the health services coordinator. 

OCD might encourage more reimbursement relation- 
ships through ensuring that the projects have 
available full information on the availability 
^ of EPSDT services in thoir areas. 

EKLC 
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Issue Araa S i Extent to which ^mpportive servicGS wera provided 
to non-Head Start children. 



FINDINGS t 

There were limitations on the level and 
adequacy of supportive services provided 
to non-Mead Start children. The Head 
Start projects were the inajor providers 
of these services to non-^Head Start chil-- 
dren , suggesting a general understanding 
of intent of the EPSDT Collaborative Effort. 
The parent involvement coniponent was the 
most effegtive tool in outreach to non--. 
Head Start children , 



PROBLEMS 2 

Previous approaches to providing supportive 
services in the Head Start prograrTis were 
generally maintainbd during the collaborative 
effort^ limiting the provision of support- 
ive serviqes to non-Head Start population. 

Public agencies tended to focus their sup- 
portive services on follow--up rather than 
outreach I again limiting the number of non- 
Head Start children served* The voluntary 
sector proved to be of minimal help to the, 
projects in delivering supportive services. 

The non-ltead Start child was less likely to 
receive follow-up services, particularly 
verification^ possibly related again to 
emphasis by the projects on previous patterns 
of supportive services delivery. 

Recordkeeping for non-Head Start children 
was considerably weaker than for Mead Start 
children, possibly the result of a lack of 
resources in the projects . 
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POLICY CONSIDEHATIONS 



Better coordination between Head Start 
projects and public agencies would provide 
more consistent and expanded delivery of 
supportive services to non-FIead Start chil- 
dren p The projects might also seek re ini^ 
bur semen t for these services provided they 
are part of the state EPSDT plan. 

Head Start projects might be encouraged to 
utilize more fully whatever resources Q.t:e 
available in the voluntary sector for de-- 
livery of supportive services ^ particularly 
in the areas of outreach* 

Head Start programs might be encouraged to 
use the parent involvement component to the 
fullest extent to ensure that all siblings f- -. 
of Head Start enrollees become participants 
in the EPSDT effort/ thereby also eKpanding 
provision of supportive services* .Lfket^^o-se , 
door to^door contact could be use*d more exten- 
sively as an outreach technique 

Requirement of recordkeeping on the provision 
of services to non^Head Start children by 
the projects would both maximize supportive 
service delivery and improve procedural 
quality in all aspects of the collaborative 
effort * 
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Issue Area 6 : Comparison of Head Start Program Performanca 
Standards and state EPSDT plaais* 



FINDINGS : 

The state plans' description of supportive 
sei'vices is particularly limited/ and may 
not provide the same degree of delivery as 
Flead Start potentially could* 

There is no uniformity regarding the types 
and quality of services provided among the 
various states. 



PROB LEMS I 

With the exception of California^ none of 
the states provide a mechanisin for consumer 
participation in their EPSDT plans* 

Although most states cite the importance in 
their plans of coordination with eKisting 
health resources, none specify procedures 
for ensuring that linkage does occur. 

Lack of specificity and uniformity in regard 
to types and levela of service provided, 
complicates the collaborative process for 
an agency such as Head Starti and neceasitates 
a state by state analysis of the health 
benefit package. 

In those states which provide reimbursament 
for the entire screenirig pacKage, lieaci ytWt , 
even if it achieves vendor statusV riiay nST~ 
be abl e to receive r ei ^ursement unless 
delivers the Gntiro padTcage o£ screening"'" 
services , ~ 



POLICY CCDMSIDERATIONS 



EKLC 



Development of uniform national standards 
for EPSDT plans ^ tay types and levels of 
services , and provision for reimburSGnient 
might cxpGdito and f acil itate the relation^ 
ship between ilead Start programs and EPSDT, 
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Consideraliion rnight be given to deifeloping 
raimburseinent procedures in state plans 
which permit payment for provision of specific 
services rather than an entire package^ since 
a provider might be encouraged through this 
arrangement to perform procedures i^hich might 
otherwise have been neglected* 
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Ibsuu Arua 1% AnalynlH of BLliL** |:)lan!: nrul jjraviclarH' purror 



FINDINGS 



PROBLEMS 



Hhnl'p Mod icn 1 cl/l':PnnM' plnnfi worn chiiracLnri^od 
by Lhair ucjmpluKi Ly , with (liBparaUu flnLcjj^ja-- 
t J, u n of r o B p O n EU. b i, i i= I: e t . o clif f t a n t pub \ i c 
and privato ayunciaB at both thu Btatu and 
local Icvola . 

Thoro was avarall failuro by tha Iload Start 
programs to b^.' iiU.Ofj t:a tod ialo tlio duL.i.Vi*ry 
of Medlcald/EPSDT BGrvicos at the stata or 
local levels by achieving vondor status. 

The collabora tivG effort had mini.mai. iiiii^act 
on the inatitutional arranqementB of a stato 
Modica id/EPSDT plan or proyranu 



The format of many stato plans is comploXi 
and often the piirasing is ambiguous or 
obscure * 

Variations among state plans Goncerning their 
reimbursement policies can and do lead to 
alienation and frustration among vendors 
v/ho apply Cor reimbursement for servicQS not 
sanctioned by the plans * 

Providers often fail to offer areas of 
screening when these services are not ox-- 
plicitly permitted for reimbursement under 
the state plan. 

Restrictions in the plans on the awarding 
of V e n d o r b t a t u s t o a a \\\ m u ti t y age n c i e s 
limits the availability of supportive sor- 
vice and the potential for Head Start and 
similar groups to become service vendors* 
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pC)Tij[;cx c:()m; I umATinm 

("]onr arul pirCMnrsn iji rQnnal.J.on on thv oporn^- 
Lionol and proacKiural aBpccts of sUoUu MPBD'L' 
plan?] rnicjhl: bo providGd to Iload Start pro-- 
cjranio^ aH woll as to othar agoncia^i and con-- 
nuniGrf:^ in ordar to incroaiiJQ tho efliiclont 

Moro orpncUivo intcqrati.on of iicjad Start 
and EPSDT scrvicas might bo accompliGhGd 
tliruuyh rGview by SRS of lload Start *b pro-- 
vi.Bion of tha spGclfic sorv^icGS rondQred* 
Uoalth liaison specialistB may hava an im- 
portant role to play in this regard^ through 
their active intGrcoBsion bo tween ncad 
Start programs and local EPSDT/Medicaid 
agGnciGS to prornotQ closer and more Gffi'-' 
cient working relationships* 

(['or conaidGrations on vondor and provider 
problGms, see Issue Area 5, Policy ConBider^ 
at ions. ) 
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IssUG Aroa Bi Cosh utilij^ation rnctorti partaining to sGrvicQ 
dolivory. 



FI NDINGS : 

Alt:hough oxpontii tures for Iloacl S tar b/EPGDT 
varlod from project to project, the average 
cost par chiid was assosaod at $45*00. 

About 75% of the total EPSDT eKpenditure 
for all regions and IMPD programs originated 
from the IlGad Start/EPSDT supplemental grant. 
Contributions from other sources were minimal. 

Some programs extended beyond the supple^ 
mGntal grant to support the collaborative 
effort^ suggesting that the grants alone, 
was not sufficient to sustain the implemen- 
tation of EPSDT/Head Start. 

Overall, 48% of all dollars expended for 
the EPSDT program were for direct health 
services, with 27% and 25% attributable 
to supportive costs and administrative 
costs, respectively . 

Most of the time (55%) , payment for provision 
of EPSDT health services included Head Start 
funds, leading to the conclusion that Head 
Start provided the major financial support 
to the collaborative effort. 



PROBLEMS 



Lack of providers, failure to reimburse for 
certain services in accordance with a state 
EPSDT plan, and infrequent use of reimburse^- 
ment for mental health and nutritional ser- 
vices may be contributing factors to the 
low percentage (6%) of Medicaid/EPSDT ser^ 
vices * 

Some lack of discretion regarding administra- 
tive costs may have had an adverse impact 
on the level of services provided. 



EKLC 
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POLICY CONSIDERATIONS t 

Review could be undertaken by tht^ projects 
to det^MJ^^i^^^^ monies dirGCted toward 
mcBGting the objectives of the collaborative 
effort could be maKimized, and how monies 
dirGCted to lower priority areas within the 
effort could be minimized. 

Projects might begin to develop a system con- 
taining provisions for identifying reim-- 
bursoment areas and requirements. Such a 
system may also improve managerial procedures 
for the projects and may clarify objectives 
and methods of attaining them. 

Because of the unreliability of cost/revenue 
data^ more emphaais might be placed on the 
retrieval of this information during the 
second year evaluation , 

For the supplemental grants monies might be 
more effectively distributed according to a 
formula that takes into account program si2e 
and other variables . 

Designation by the local/state Medicaid 
agency of the Head Start program as a pro= 
vider of health services would ease reliance 
on the supplemental grant and would also 
faciliato service delivery (supportive and 
health related) to the target population. 

Where such designation is not possible, pro- 
grams may be encouraged to reach agreements 
with local health providers that are reci-^ 
pients of third party payments, to share in 
any monies received as a result of services 
delivered to children referred by the proj- 
ects * 

A sliding fee scale system might be imple- 
mented, selectively, to facilitate payment 
for direct services (to non-Medicaid eligible 
families only) , 
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Is suG hrea 9 i T-chnicnl assistance needs of tho projects and staff 
■ - characteristics . 



Technical Assistanca Needs 



FINDINGS : 

Head Start projects had particular technical 
assistance needs in the areas of outreach 
and follow-up. For the former, there was a 
need to plan" and develop a strategy with the 
state and local EPSDT agencies. For the 
latter^ there was a need to plan and develop 
systenis which effectively met this objective. 

To the degree that any source was helpful in 
providing technical aid^ the health liaison 
specialist was most frequently cited. Overall^ 
however^ the projects reported minimal tech-- 
nical assistance providc-jd . 

The most frequent type of technical assistance 
provided was in the form of workshop and in^ 
formation provision. 



PROBLEMS : 

State Medicaid/EPSDT agencies were usually not 
a source of technical assistance to the proj- 
ects as had been anticipated* 

The agent with the responsibility for negot- 
iation with state/local Medicaid agencies 
for vendor recognition was not pinpointed 
by OCD or regional offices; nor was there 
any assistance provided in arranging fiscal 
affairs or administrative procedures. 
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POLICY CONSIDEimTIONS : 

AciminiBtration and planning ^ an wall as dc- 
velopmortt of coordination and iinkayen bc^^woGn 
Ihe projects and the Medicaid aganciGs, . - 
potGntially fruitful areas for concuiitr . m 
of tGchnical assistance during the sac 
yaar effort , 

The role of the hcDalth liaison BpecialiBt might 
be mota cloarly d'jfinGd in rogarrl to itn on-- 
going technical aSGistanco f una t ion and as a 
link between the projects and the Medicaid 
aqenc ies , 



S taf f Characteristics 



FINDINGS : 

A majority of the FPSDT coordinators were 
full-time personnel with Bome college back- 
ground and several years of previous ex- 
perience in Head Start , 

The organization of EPSDT, as an additional 
responsibility for the Head Start health ser-- 
vice components^ often placed severe strain 
on existing s taf £ * 



PROBLEMS : 

Training of health and other staff for the 
EPSDT effort was generally limited^ and 
consisted primarily of OCD workshops . 
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POLICY COMSIDERATIONS 



Training of tlm Head Start staffs partiaularly 
tliose mGUTibers who have clirGct r©sponsibility 
for thG operation of the collaborative effort, 
is crucial . 

Iloacl Start programs could bo encouragad to 
recruit and hire pGrsons with profGSsional 
background in the EPSDT/Medicaid program^ who 
would then bo responsible for coordinating 
liQad S bart/EPSDT services * This position 
might best be utilized were it made full'-time 
and placed under the supervision of the health 
services coordinator * 



EKLC 
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II, BACKGROUND OF FPSDT PROGIvA:^! AND THE COLLABOIlATiVE hlFFORT 



A. legislative; histohv of lpsdt 

The 1957 amcindmGnts to the Medicaid provisions, Title KTA, of 
the Social Security Act mandated a national program of prcven^ 
tivQ health 3Grvicas for lov;-incomo childran ages 0^21 through 
the Early and i^ji: iodic ScrrnDnina / Diagnosis and Treatment (EPSDT) 
proqrariu These amendments v;ere signed into lav; on January 2, 
1968 to beco'nL' efCoctive July 1, 1969 and they represented a 
culniination of several years' activities on the part of 
officials to broaden the coverage of health and medical care 
for poor children by establishing federal standards for co^ 
ordination and provision of services* Because of the linkage 
to public assistance as a major criterion for eligibility/ 
this nev; and extensive health program v;as integrated into the 
public welfare system v;hich carries responsibility for other 
income maintenance and medical assistance programs/ including 
Medicaid . 

Until the passage of the 1967 legislation/ federal financing 
for child health services had been provided primarily through 
Title V of the Social Security Act which had authorised screen^ 
ing servicos since 1935 through Maternity and Child Health 
(supervision of preventive services and v;Gll--baby clinics) and 
Crippled Children services (diagnosis and treatment) . In the 

3t 



Garly 1960's? howGVGr, thore v/n^ an GKpansion of health 
sGrvices for childrGn at the federal level through the pro"^ 
vision of Maternity and Infant Care (1963) ^ Children and 
Youth projects ( 1965 ) and other infant care programs , 
Through the Economic Opportunity Act of 19 64 also, efforts 
were made to provide health programs for lov/^income children 
(Head Start) and conmunities (neighborhood health clinics) . 
However, each of those program.^^ was unrelated , had different 
funding mechanisms; and more critically, each reached only 
small numbers of children.* 

As an effort to bring about coordination of these various -health 
services, federal provisions for EPSDT called for the Title XIX 
(Medicaid) agency in each state to enter into agreements with 
the Title V agency (Maternal and Child Health, usually the 
Health Department) so that such agencies might be a provider of 
services to be reimbursed through Title KIK, There v;as also 
expressed concern about linkages to other community resources. 



*In 1955, for instance^ it was estimated that only 6*5% of the 
children under 21 in the U.S. were reached by Title V programs. 
Anne Marie FoltZf Early Periodic Screening , Diagnosis and Treat - 
ment (EPSDT) i The" Development of ' Anibiguous Federal Policy . 
Yale" L^iiversTty School of Hedicine, Health Policy Project," HEV? 
Grant No. 5-ROl-'HS"00900 , June 1974. 



There was an eighteen month dcjlny, however, before regulations 
were promulgated by llEW for implomentation of the EPSDT pro-- 
gram. Various reasons have been cited for this delay, the most 
prominent being the resistance by the states to providing the 
extensive screening and subsequent diagnosis and treatment 
called for because of their cost implications** 

Regulations currently in effect v;ere issued by the Social and 
Rehabilitation Services (SRS) , the administering unit in HEI1 
for EPSDT, in NovenilDer 1971 to be effective February 1972 . 
These extended the date for full implementation of the EPSDT 
program and allowed the states to initiate these services by 
apportioning the children to be served on the basis of age. 
The age group to be served first was to include children ages 
0-6, with services gradually eKpanded to include all youth 
up to age 21 by July 1, 1973. 

Because of increasing public concern about the delay in imple- 
menting EPSDT, Congress passed further amendments calling for 
penalties against any state <1% .of the federal share of AFDC 
for each quarter of non'-compliance ) which did not provide for 
full implementation of the program by the specified time period 



*From Michael D. Edv;ards, "The Children Are Still Waiting,'' The 
Nation, September 28 , 1974 , and the Ilearings of Subcommittee on 
Oversight and Investigations, Committee on Interstate and 
Foreign Commerce, Getting Ready for National Health Insurances 
Shortchanging Children ," October, 1975. 
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in the SRS rGgulation* (An of August 19 74, eight states* 
had had ponaltioR laviacl agai,n:;it thorn.) 

B. Dl:.HCiU LOTION 01 mO IQMD/KPHDT 

BGcause EPSDT is an integral part of nQdicaid^ the. rules and 
regulations that pertain to the administration of that medical 
assistance program are applicatale to EPSDT as v/ell. liedicaid 
can bo descritaod as a f Gderal--statQ financed^ state adminiBtorod 
program v/ith the fodaral contribution varying from 504 to 83% 
of cost^ depending upon the provisions of an individual state 
plan, riedicaid (eind EPSDT) is usually administered on the 
state level by the public welfare department under the single 
state agency rule of the Social Security provisions. 

The characteristics of jledicaid vary greatly from state to 
state. The federal guidelines for the program are broad and 
general and only certain basic services are mandated* Thus, 
states have v/ido latitude in defining the scope and nature of 
the services to be provided v/ithin their area. Rather than 
being viewed as one uniform national program, Medicaid and 
EPSDT can best be described as programs which are administered 
on the basis of 49 separate state plans v;hich resemble eacli 



^ilawaii/ Indiana, Minnesota, Montana, Uew MeKico, North Dakota, 
Pennsylvania, and California. 
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other only in their basic min.i.MUPi requii^-eniGnts . (TIiq stato of 
Arizona doGS not participcitG in the Medicaid progranu ) 

Inciivi dual state plans provide va ikying de Hi nit ions for Madicaid 
and EPSDT SGrvicos in scaveral aroaa* 

!• Eligibili ty level i All states must serve the categori-- 
cally needy as defined by federal regulations but the 
state has the option of setting definitions for serving 
the medically indigent, i.e*^ those low--income families 
v/ho are not public assistance recipients. 

2. Provider status^ The state can establish criteria for 
av/arding vendor status to providers of medical services 
and thus restrict the category of persons or groups to 
be reimbursed for services rendered to the medically 
needy. In some states^ only licensed private physi-- 



" * -^"T'ians are rei^rribursed; v/hile in others/ services rendered 
by neighborhood clinics or nurse clinicians are rc^ 
imbur sable also * * 

3. Bene fit s tructure: Beyond the minimum services required 
by regulation/ the states have the option of determine 
ing additional benefits , if any^ to be offered to Medi-- 
caid recipients. These benefits can be limited by 

*PotGntiallyT the Tfealth Liaison SpGcialist of the American 
Academy of Pediatrics could influence the selection of 
medical provider category. 



utilisation controls- For QKamplc, California 
Madicaid rQcipionts ara permitted two physician 
visits per raonth (oxcGpt for IIPSDT services) . 

Rg j.-pibur ment_ra te s : States determine the rate 
at which providers arc reiniJjursed for services 
rendGred* Reinibursement methods range from pay^ 
ment for "reasonable cost" to a flat rate for 
si'jccific services v/hich bears little relationship 
to the cost of providing the same service in the 
private sector , 

Billing and collaction pro cedures; Billing and col^ 
lection procedures also vary from state to state 
and may affect the submission of bills and the fro-- 
quency and rapidity of payment to providers. For 
instance ^ in many states/ there is a lag of several 
months between tho time a service is rendered and 
payment is received by the provider. This factor 
together with low reimbursement rates tend to 
reduce the number of providers participating in 
the Medicaid program* 
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C. IMPACT UPON THE DELI Vi-l I'll OF EPSDT SERVICES 

Tho problems that have been identified in tha administration of 
Medicaid, both in the provision and dGfinition of services as 
woll as the overall manaciement, have imniediate impact upon the 
scope and nature of the EPSUT program and create barriers for 
its effective implementation . 

Federal regulations for EPSDT designate the state riedicaid 
agency (public v/elfare unit) as responsible for providing or^ 
obtaining health services for EPSDT-^eligible children. This 
responsibility includes such supportive services as outreach 
(locating and informing families with eligible children about 
the program) and recruitment of both consumers and providers 
of EPSDT services* In most instances^ however^ the emphasis 
in program implementation has primarily been upon screening^ 
reflecting the major new service mandated through the authorisa 
tion of the EPSDT program* 

Then too, the availability of providers and community health 
resources is uneven around the U.S* Thus ^ the development of 
a linkage system whereby eligible children can be routinely 
referred for a v;hole range of EPSDT services has created a 
majo'r problem for planning and administration. Moreover^ state 
welfare agencies do not perceive that they have a primary role 



in the delivery of health services^ since inost find their 
time consumed in the administration of public assistance and 
social services p Therefore^ they have placed relatively less 
priority upon developing and providing a comprehensive health 
care system. 

Several questions can be posed regarding the viability of 
broad screening programs within the context of comprehensive 
health care. First of all, is the separation of screening 
from diagnosis and treatment services medically sound? Then, 
hov/ often should screening be provided, and what kinds of sup^ 
portive services are needed to assure comprehensive care? 

Health professionals differ among themselves regarding the 
type of preventive services and screening techniques in rela- 
tionship to diagnosis and treatment that should be universally 
available. Moreover, the frequency that such services should 
be provided is open to professional judgment- For instance, 
Dr. Frederick North, a pediatrician, stated before the House 
Subcommittee on EPSDT that "any separation of screening from 
the direct context of comprehensive care multiplies the costs 
and difficulties of providing preventive services and of in-* 
suring adequate diagnosis and treatment,"^ 



^Hearings 0£. cit . , p. 96, 
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He pointed out that there is a 30% loss between referral and 
appointments kept when screening is rendered separately from 
the other medical services. Others believe that screening is 
a convenient v/ay of sorting out individuals who have some 
likelihood of pathology in a given area** 

Therefore^ the problems of implementing fipSDT at the state 
and local level may reflect the lack of consensus public 
and professional regarding the construction of a health 
care system as well as certain inadequacies in that system as 
now operated throughout the U*S* The General Accounting Office 
in its January 1975 report on EPSDT?^* cited several factors 
impeding the prcgram: inadequate outreach techniques^ lack o£ 
utilisation of allied health professionals ^ inadequate proce-- 
dures for periodic updating of screenings and inadequate follow 
up mechanisms^ again reflecting the lack of comprehensive 
approaches to health care as v/ell as a failure to fully adhere 
to federal standards* 



*Dr, Frederick Greeny former Director ^ U,S- Children's Bureau, 
IIEW/OCD, House Subcommittee Hearings^ op- cit . , p,8. 

^^ Improvements Needed to Speed Implementation of Medicaid -s 
Early and Periodic screening^ Diagnosis and Treatment Program , 
Comptroller General of the United States^ DHEW, Social and 
Rehabilitation Services, Washington, D*C*, January 9, 1975* 
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Even if EPSDT v/ere fully imploiaented, however, these services 
would only reach about one half of the nation's 25 million 

t 

Children in low-'income families, (There are 13 million Medi-. 
caid eligible children nationally according to the House Sub- 
CQirmiittee report.) Even most of the children eligible for 
EPSDT are beyond the reach of the health care system because 
of its emphasis upon crisis or emergency care** Yet it is 
these children who have the highest incidence of correctible 
medical problems,** The basic challenge of EPSDT, therefore^ 
is to trigger changes in health care delivery for children as 
a first' step towad evolving a truly comprehensive health 
program* 

D. PROFILE OF HEAD START 

Head Start is a national demonstration program to provide 
comprehensivG developmental services to low^income pre-school 
children^ and in its ten years' existence it has become pre- 
eminently identified as an effective model for the delivery 
of integrated human services* Since its inception^ Head Start 
program goals have stressed an interdisciplinary approach to 
child development in order to assure that the various services, 
staff functions and skills needed to enhance the social func^ 
tioning of the child and his family might be available* 



* ABC Nev/s Closeup on Childreni A Case of Neglect , Transcript 
of Broadcast over the ABC Television Hetv/orkpJuly 17, 1974* 

**lJDid* 
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Head Start v/as originally conceived in 1964 v/ithin the context 
of a community action strategy,* The intent at the time vmm to 
demonstrate the e.rficacy of intervention into the life of the 
"disadvantaged child" through a host of education^ health and 
nutrition^ and social services arrayed with the parent and com- 
munity as partners in the service delivery process. Many of 
the early supporters of Head start raised public expectations 
about the possibility of long term cognitive gains in pre= 
school children that could be translated into school success. 
Head Start, as a specific program strategy, however, clearly 
emphasized the necessity to deal with the whole child, i.e., 
his physical, mental, nutritional, social and emotional needs^ 
in order to better prepare him to participate and achieve in 
regular school* 

The Office of Child Development/HEW, now the administering unit 
for Head Start, has reinforced the program *s priority goal of 
achieving social competency among low^income preschool children 
through the issuance of performance standards* These standards, 
revised as of 7/1/75, set forth the goals and objectives of 
four components --^ Education, Social Services, Parent Involve-- 
ment, and Health -^-^ which must be part of each Head Start Program. 



*Head Start was an integral part of the Economic Opportunity Act 
of 1964* Its most recent enabling legislation is the Head Start, 
Economic Opportunity and Community Partner hat of 1974* 

full discussion of the Head Start Program Performance Standards 
is presented later in this report- 
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Head Start nov; provides service's to 350,000 children nationally, 
80% on a full-^yfar basis, through an annual authorization of 
around $475 millionp 

Head Start has achieved notable success in meeting specific 
goals to improve the health and nutritional status of its 
enrollees* The New York Times, in an article dated 6/8/7 5, is 
laudatory in its praise of Head Start efforts to provide 
standardized health care to preschool children in low^income 
communities.* As of 1973, Head Start has also been viewed 
as an appropriate community service to recruit and provide 
services to handicapped children because of its intensive out^ 
reach and integrated services approach* 



* N,Y, Times^ 6/8/75, ''Head Start; Ten Years Old and Planning 
iiiXperiments . 
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Ill, GENESIS OF THE COLLABORAT LON BETWEEN HEAD START AND 
MEDICAID EPSDT 



In December 1973, the Office of Child Development (OCD) and 
the Medical Services Administration (MSA) ^ jointly announced 
a collaboration between the Head Start and EPSDT programs. The 
rationale for this move was recognition that- 

the goal and objectives of the health services 
components of Head Start and Medicaid/EPSDT are 
mutual, since both focus on prevention^ identifi= 
cation and treatment of illness^ and linkage of 2 
the child and family to an ongoing health system 

Both OCD and MSA serve primarily the same clientele = --loW'= 
income families— and both agencies are concerned with continuity 
of care and health services integration* Thus, this common frame 
of reference could serve as a catalyst to generate a wide range 
of local collaboration and cooperation between the two programs 
that would help to strengthen Head Start health components and 
also assist state and local agencies in administering and imple- 
menting EPSDT programs. 

The strategy of the collabrative effort was to utilize local 
Head Start programs as a mechanism for making EPSDT services 
available to Medicaid eligible children 0^6 years. 



The division with the social and rehabilitation service unit 
directly responsible for Medicaid and EPSDT . 

Memorandum dated pocambor 12 , 1973 from Howard NGwrnan Com^ 
missioner, Medical Service Administration and Saul Rosoff 
acting Director, Office of Child Development to the Social 
Rehabilitation Service . 
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The plan called for Head Start to refer potentially eligible 
children to Medicaid for certi Cication. In turn. Medicaid 
would supply EPSDT services in accordance with the state 
Medicaid /EPSDT plan* Any additional health services for 
Head Start children not covered by the state Medicaid plan 
but required by the Head Start Performance Standards would 
be paid for by local Head Start programs • The Head Start 
projects approved for participation in the collaborative 
effort would assist the Medicaid/ EPSDT agency by providing 
health'-related support services^ including case findings^ 
t ranspor tation / public information, referral and follow-up 
services • 

The Head Start projects were also assured that eligible 

children would receive the EPSDT services to which they are 

entitled* In addition the collaboration effort called foi" 

7^rojects to provide services to non=Head Start children ^ 

including siblings of Head Start enrollees and other potential- 
. IP 

ly eligible children in the Head Start target area. 

Technical assistance was to be provided as part of a national 
contract with the AmGifican Academy of Pediatrics (AAP) which 
would supply health liaison specialists. The specialists were 
to assist the local Hetid Start project in making collaborative 
arrangements with Medicaid agencies* They were to also provide 
orientation and training sessions for the Mead Start health 
services coordinators and assist them in planning and implement- 
ing the deinonstra tion program, 
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On December 18, 197 3 , the Officn of Child Development issued 

specified guidelines for the collaboration effort. These 
includes 



The collaborative program to be GStablished as a 
demonstration effort for one year, with the 
possibility of continuing a second year. 

Staff already employed by Head Start programs in 
local areas to perform the core activities of the 
demonstration effort. 

Supplemental grants to be made available to hire 
additional staff or increase working hours of 
staff already on board* 

The health services coordinators in the Head Start 
program to be responsible for implementing the 
coliaboration as well as directing and coordinate 
ing all health servicesi. such as: 

informing families about EPSDT services 

arranging for transportation 

aiding families in establishing Medicaid 

eligibility 

assisting in securing medical appointments 
maintaining individual health records to 
assist in tracking the provision of care 
arranging for foliow=-up and referral. 

The health services coordinator to serve as liaison 
to the child and family, the public welfare and 
health officials and local health providers. 

The Head Start programs selected for the demon- 
stration to provide health-related support services 
for Mead Start and non^Head Start children recruited 
for participation in tho EPSDT Collaborative 
Effort. 



The criteria used by OCD to so lee t grantaes for the collaborative 
effort included • willingness to participate in the col labor a tion ; 
ability to imploment health services for children; the state 
Medicaid agency support of tho collaboration; the project 

Er|c 48 



I1I-4 



ability and willingness to enroll and serve all Medicaid 
eligible. Head Start children* For those projects serving 
non-^Head Start Medicaid eligible children, it would be 
necessary to identify a significant number of children in 
the target area who were age Priority was to be given 

to programs able to enroll in Medicaid/EPSDT the maKimum 
number of Head Start children who were not presently served 
by Medicaid, A second, but important, priority consideration 
was given to the ability to enroll in Medicaid/EPSDT sub- 
stantial numbers of non^-Head Start children who were not 
covered by Medicaid, 

Study Methodology 

In May 1974 ^ the Office of Child Development announced its plans 
to provide for an evaluation of the Head Start/EPSDT Collaborative 
Effort, The purpose of the evaluation, according to OCD^ was to 
assess the extent to which the collaborative effort had been 
successful in achieving its goals and objectives by documenting 
the outcomes of the demonstration program, Boone ^ Young Sr Associ- 
ates, Inc, was av/arded the contract for the study in June 1974. 

The evaluation of the IIe:2ad Start/EPSDT Collaborative Effort re- 
quired I 
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1, the selection of proj*;K":ts for in-depth analysis 

2, the development of a series of data collection 
instruments which constituted the required 
recordkeeping system 

3, data collection on all site visits to the selected 
projects 

4, data processing 

5, data analysis. 

The relationship between these elements is shown in Exhibit ^ 
and each is discussed below. 

Pro j ect Selection 

Thirty projects were selected from the universe of 198 demon- 
stration sites funded for the Head Start/EPSDT Collaboration 
Effort for in-'depth eKamination ad analysis. The sites were 
chosen within the twelve states designated as target states 
by the Office of Child Development for the evaluation. These 
states werei Massachusetts^ New Jersey, Maryland^ Mississippi, 
Tennessee, Illinois, Ohio, Texas, Missouri, Montana, California, 
and Oregon, 

Head Start is a national program which allows for sufficient flexi- 
bility at the local level to be responsive to community needs. Medi 
caid/EPSDT programs also vary at the state and local level in regard 
to policy inibiatives. Examination of the universe 198 projects 
revealed few siniilari t ies among the projects because of the highly 
diversified nature of these programs* It was therefore difficult 
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EVALUATION INDICATORS FOR HEAD START/EPSDT COLLABORATIVE EFFORT 



Child/Faniily 
Previous Health Status 



(Outreach) 



STRUCTURE INDICATORS 



Staff Characteristics 
Project Characteristics 
Institutional 
environrnQntpCF/SV) 



PROCESS INDICATORS 



fJead Start/EPSDT 
Services (SV) 



Providers 




Regiona 
OCD 



(Follow-up) 




OUTCOffl INDICATORS 



Outcomes (DCF/SV 



Medicaid 
Systeni 
StatQ/Local 




Parenthesis indicate sources of information by methodology coinponenti 
DCF: Data coUaction forins 
SV; site visits to selected projects 
Q Data processing is not shown but is appiied to develop previous status and outconii indicators 
ERIC 



to fina a basis of comparison upon which to draw a I'epresenta- 
tive sample. In addition to the highly individualized nature 
of the projects^ the selection process was complicated by other 
factors / including: 

the lack of baseline data on the funded projects 

the lack of uniformity and completeness of the 
available data presented in the grant proposals 

the inability to make contact with local projects 
to verify and collect baseline data because of 
time constraints 

the necessity of drawing a sample within the 
characteristics presented by funded projects. 

Therefore r it was decided in discussion with OCD that the 
priority for selection of the 30 projects would be based upon 
an identification of the various network of barriers^ both 
internal and eKternalr which the local project faced that 
might impact upon the outcome of the collaborative effort. 
Efforts were directed at examining programmatic problems and 
possible solutions to determine what could realistically be 
expected of the local projects.^ Options for possible solutions 
to the problems were also considered. 

The following criteria were agreed upon as the basis for selec- 
tion of the thirty projects: 



Descriptive information is provided in Appendix 

on the Indian and migrant workers projects selected 

for in-depth study * 
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identification of institutional barriers to 
the implementation of EPSDT 

programinatic aspects of delivery of health 
care to children 

rural/urban characteristics 

program size 

program sponsorship 

geographic dispersion within the state. 

The funded projects exhibit a strong rural bias. For example, 
in states that have densely populated areas ^ such as New York 
and California^ only a relatively small number of rural pro-^ 
grams were funded. Head Starts in general, has a strong urban ■ 
focus / and large numbers of Medicaid eligible children are 
generally found in densely populated communities. This smlmc- 
tion atternpted to compensate for the rural bias by including 
several large urban areas. With the eKception of paterson # 
New Jersey- and Baltimore / Maryland, the only areas which 
presented us with the opportunity to study urban areas were 
in Region 5* This explains the slightly higher concentration 
of selected projects in this region. 

A profile of the projects SQlected for an in-depth analysis can 
be found in the interim report. Exhibit II provides additional 
information , 
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Dcit:a^_ Colloct:iqji_;iJisJ:rumenl rinc]_ RQcordke^jilnq^ Systom 



A sot of data colloction forniB was dosignod for tho study bo 
serve two purposcBt 1) to otatLiin information nQCGasary to the 
evaluation; 2) lio BUpport local projacts* recordkae.ping activi- 
ties, particularly as rolated to the health component and the 
collaboration betwoen Mead Start and state and local agoncios 
administering EPSDT. Copies of the forms and the associated 
instructions were provided in AppendiK C of the interim report. 



The data collection instruments for the study were: 



Health Care Intak e_FQrm ^ a form to be used by 
each fundeci project and completed once for each 
child participating in the Ilead Start EPSDT 
Collaboration Effort^ at the time he is first 
recruited for EPSDT services. It is designed 
to collect information regarding: 

- the child's Medicaid status 

- the child's status with regard to Head Start 

- the child's previous health re cord for the 
twelve months prior to the co] labor^ation 

[la alth Car e Encounter Form : to be completed monthly 
for aach child in the 30 selected projects only. it 
is designed to collect data cumulatively by child on 
the foliowing elements of liealth care service pro^ 
vidGd* 

^ the type of visit (screening^ diagnostic^ counsel^ 
ing referral ^ or treatinent) 

the disposition of the case (including follow-up 
visits where indicated) 

- the assessed value of the provided services. 
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lIcDall:]! CarG Conipo si t O^ Vi :m L J/mrnu to bo coinplQtQd 
nioni'hLy by "nrojncl: Tor (Hu l/aaaTniny 170 proiQcLn. li: 
rnccirdn information Bc^paraholy J'or Haad Start and iion- 
Iluiid Stnrt cl'uldron regarding i 

the totnl number of viBits by type (GCrGening, dia-' 
gnoB tic ^ counsell ing/ruf Girral ^ or troa tman t) of 
cliildron in thci projecU during tliat month 

tho disposition of casGS (the number of referrals^ 
follow--ups, and completed cases ). 

End oC the Yoar Status Report i designed to be completed 
cumulatively by project at the end of the year. Collect 
information regarding : 

the participating children's Medicaid status 

^ the amount of turnQVer the project experienced 

the disposition of medical records. 

Staff. Profile Form; designed to record information 
rogarding staff i"ng patterns for the Head Start/EPSDT 
Collaboration Effort, Collects information regarding 
the staff's: 

- employment status 

- duties and responsibilities 
^ educational background 

" prGvious employment/eKperience , 

T jjiie Utiliga liion Fpntu des igned to assess the quarterly 
distribution of tlie Head Start/EPSDT staff ^^ime to the 
follov/ing categories i 

direct labor 

support iv^G labor 

- administrative labor. 
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JiiaoniQ SourcoB Foirnu dpsJ.ynGcl to be coiiipla ted once 
ciuriiig tho proyram yaai: La idantify tho Gxtont to v/hich 
the lload Start program is making use of available ro- 
sources , 

i EKpanditurn Form; dGsicinGd ho bo complGted once a yonr 
to colloc t in forma t ion on how aval la bio roe our cob arc 
uKod to lul, f lj.l tho roqii iromon tn oP. tliG Hoad Start/ 
EPSDT Collaboration Eilfort, 

Modicaid Profile Form; dosignGd to bo comploted by the 
llGalth Liaison Bpocialist, Collects background infor-- 
mat ion on the Head Start projects regarding its status 
and its understanding of EPSDT Medicaid. 



Site Visits 

One to tv/o-day site visits were made to 24 selected projects t The 
purpose of the site visits was to obtain information concerning 
selected issuGs surrounding the implementation of the Head Start/ 
EPSDT Collaborative Effort; for axample^ start-^up activity ^ re-- 
lationships and agreements with state/local Medicaid agencies, pro- 
vider arrangements, etc. The interviewer attempted to assess the 
projects* understanding of the Gollaborative effort and to identify 
barriers which might affect the success or failure of efforts (i,e,, 
arrangements v/ith health providers^ general lack of health provider^ 
etc.). In addition^ the site visits were used to check the validity 
and the reliability of the information reported by the projects via 
the data collection instruments • 
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The fiold sliaff roccivad axci^llont cooperation at the local 
level. In all caBen, Lha Moacl Starl: [jorHOnnol werG coopcrativo 
and in fornialive , Madicaid po2-sonnel were genorally rosponBlvo, 
as wGro hon] th provi dorn , 



The objectivG of the data-processing effort has been to provide 
comprehensive and accurate sunimary data for the analysis* 
Pr'ocedures were devGlopcd for the processing of enrollment, 
Medicaid and previous care status data from the Intake Forms, 
the processing of EPSDT health services daba^ from the Encounter/ 
and the Conpos i tn forms, which are the basis for much oC the first 
report , 

There were four distinct phasGs involved in the processing of this 
data ^ 



Data Process ing 



Phase I 



Prepare Data 



Phase II 



Clean Data and Create Permanent 
Disk files 



Phase liT 



Write, Debug, and Test Summary 
Programs 



Phase IV 



Run Data Cor Reports, 



Pertinent aspects of each phase follow i 
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lUiaso [ - Date! Preparation 



As the first step in processiiuj the data formB^ checks and cor- 
rections wore madn by hanci as a proliininary to au(:nmatod prep- 
aration stops. These manual stops included checks of pro- 
cgram ID nunibGrs/ and logical completion of significant items* 

The program for transForring data from card to disk^ as well as 
the program to produce tho format tod dump, nad beeji written ^ 
tested and debugged prior to the implementation of Phase I. An 
instruction manual was developed for handling problems? G,g., 
treatment of non-responses * 

The checkeDd and corrected forms were then sent to the subcontra 
tor^ where they were double punched and verified, A temporary 
file was created on disk, and a formatted dump returned to Boon 
Young & Associates, 

Phase II Creation of Perm.anent Intake Files 

The formatted dum.p3 created from the temporary file in Phase I 
was carefully checked by the Booner Young & Associates staff 
for inconsistencies. Specific variables were selected in each 
type of file; for example, in the intako file we used staUJS^ 
with regard to Head Stair^t > 

Status with regard to Head r^^art (Pos 18 on disk 
or output field 0 4) should be equal to the number 
of participants who received/did not receive pre- 
vious scrGcning (Pos 22 oh disk or Output Field 
0 8). 



III-16 



If the totals of thosn two fields are not Qqual 
an appropriate nuniber of xGroas (no rQsponso) munt 

iclontifiGd to account for tho cli Cf eronces . h 
visual check of the column 0 4 or 0 8 is to bo mado 
to identify those non-^rosponses * If totals for 
these fields are still not equal than a chock for 
incorrect codos is to bo made {0 4 or 0 8 ^ 0, 1 or 2), 

When incorrect codes \vore identified^ the Head Start site was 
contacted and the correct responses ascertained* At this pointy 
Doone, Voung & Associates' staff coxnpleted a new form^ coding 
ID number and corrected information only. These forms were then 
sent to the subcontractor where the data were keypunched and verified 
and overlayed on the old fields with the new correct data. 



Once Boone / Young & Associates was satisfied that all corrections 
had been made:? for a batch, the subcontractor was instructed to 
update the Permanent Master File with the nev; batciip 

A print^out of the updated master was sent to Boono^ Young & 
Associates^ where the now total was compared to a manual tape 
count (see Exhibit III), 

Phase III - Write, Debug and Test Programs 

Boone, Young & Associates worked with an independent consultant 
to develop the program. All programs were written in RPG II and 
were run on an IBM S/3 model 10 or 15- See appendix for detailed 
system and program description, 
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Phase IV - Run Actual Dnla for Final Report 

Thi^ final phaso produacjd thQ print-^out of the infoi^mation used 
in the analysis* The prinb-'Qut was examined against several 
Gonsistency checks. A sainpla print-^out is included as Exhibit 

IV. The pntry codas for trr^nsf erring thosa and other data, ©.g,, 
thosa from the End-^of ^the-^Year reports/ to the tables are out^ 
lined in Appendix 
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EXHIBIT IV 



ER PRKT'OUT FOR ANALYSIS 
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Through the course of the evaluation study, attempts were 
made to collect copies of the EPSDT plan of the target states. 
For this report, content analysis was performed on the avail-' 
able matarials pertaining to the EPSOr plans and the Head 
Start performance standards in accordance with the issue 
.areas for the study. 

As the data collection forms were submitted by the projects^ 
Boone ^ Young & Associates staff re\relwed the data for gross 
errors and prepared them for data processing. Phone calls 
were made to ^the projects to verify or correct incomplete or 
inaccurate information. Particular attention was paid to the 
coding of responses related to status with regard to Head Starts 
Medicaid eligib ili ty ^ ^ind previous health care* Additional 
cleaning/editing functions ware performed through data pro^ 
cesslng. The rate of return for each of tho data instrunients 
is included in Appendix B. 

Descriptive statistics ^ priiiiarily frequency distributions^ were 
used to an£ilyRu data collGcted. Those have been presented 
in tabular form with ncirrative discussion to describe the 
observed relations h:.ps * 
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IV, ORGANIZATION AND OPERATIDW OF EPSDT 
Introd uction 

The Head Start/EPSDT Collaborative Effort was designed to 
show replicable models of coordiiiating Head St;art and i^'PSDT 
services to increase the nurnber of lo¥--incon:e pre'^school chil- 
dren receiving EPSDT, The guidelines for the demonstration 
programs required necsssary modifications in organi z<:i tion 
and operation of the Head Start projects, &nt:h hs an eKpand- 
ed role for the health services coordinator and p?r07isicin.s 
for EPSDT related pubLic inf orniation^ transportation^ and 
recordkeeping. Modifications in prDgrams were inade^ hovv- 
ever/ vvithin the projects* understanding of these guidelines, 
their status prior to EPSDT, their relations vvith state and 
local agencies^ and other factors. 

Information was gathered to describe the ways in which the 
collaborative efforb was organized and operated by the 
demonstration projects during the first year. The selected 
projects provided the basis for the detailed information on 
nianagemerit and staffing, organization and planning, supportive 
3orvicos and health scrvico arrangemonts , the opera Lions and 
the results of outreach, follow^-un and recordkeeping. 
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OCD guidelines for the Head Start/EPSDT Collaborative Effort 
required that the health services coordinator in the individiial 
Head Start project be responsible for the administration and 
coordination of the EPSDT Collaborative Effort, and most of 
the projects compiled \jith this rnandate* Of the 25 selected 
projocts analyzed, 16 had the health services coordinators 
responsible for design, operation and administration of the 
demonstration activities. In seven projects^ responsibility 
was shared between the Head Start directors and the coordi- 
nators. Directors focused on design, overall administration 
and coordination in these Instances, and the coordinators on 
operations and administrative details. One Head Start 
director had total management responsibility as did one 
social services director. The primary factor in these 
instances was the director *s assessment of the importance of 
the collaborative effort and of the respective capabilities 
of staff. 
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A, EPSDT COORDINATORS! EDUCATION AND EMPLOYMENT STOTUS 
1 , Atialysis of Findings 

Nati o naL 

Of the 198 projects chat receivad a supplemental graiit^ 133 
provided Information on the background of the EPSDT coordi-^ 
nator. All projects reporting indicated that their EPSDT 
coordinator had at least a high schiiol ^ilucation* In addi- 
tion^ in 9 projects^ the cooidinator had attended college 
(area of specialty unknown) and 11 projects had a coordi- 
nator who had attended araduate school* 

EPSDT coordinators in 79 of the demonstration Head Start/EPSDT 
collaboration projects were credentialGd ^ either as a register 
ed nurse {56) or a licensed practical nurse (23) , X^lth 
resp:^ct to eniployment status of the EPSDT coordinators, 110 
out of 133 projects indicated that their EPSDT coordinators 
were employGd ful^L^time. 

S^l acted P£0 j ^ 0 1^ 

In 24 out of the 25 selectc! projects reporting, the EPSDT 
coord in a tor s had at least a hi gh school oduca tion* Si:<toon 
EPSDT coordinators in these projects had attended college, 
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seven were college graduatea; and one had attended graduate 
school* In 11 selected projects, the EPSDT coordinator was 
a registered nurse and^ in two projects, this position wAs 
held by a licensed practical nurse. Staff paid with EPSDT 
funds were full-^time in 20 out of 2 4 projects, 

A majority of the selected projects, 16 out of 24^ used 
their suppleTnental grants to employ full--time EPSDT coordi-' 
nators. Exceptions to tliis pattern Included one project ^ 
Cleveland; Mississippi, which employed two full-time coordi-- 
nators, and one project in which only a part-time staff 
person was paid with EPSDT funds. In addition, 10 projects 
used their grant to employ other staff on a full^-tiine 
basis. For example, throe out of four projncts in this 
group employed full-^tinie nur^sea and sevtsn out of 10 hired 
full-time health/EPSDT aides. In other instances, nursing 
and paraprof essional staff who were paid with supplemental 
grant funds were part-^time. The I'Jorcester, Mass,, project 
used the EPSDT grant to maintain staff, including social 
service workers during the summer months to assist in out= 
reach and recruitment. 



It should be noted that other Head Start staffs whose salario 
were not paid in full or in part by the EPSDT grant, were 
often involved in the collaborative effort. The on-site 
visits indicated tliat center direGtors and family service 
staff v/ero in many instances continually engaged in 
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various activities Gssential to the collaborative effnrti 
e.g.^ negotiating for EPSDT services to be available to 
their project or recruitiiig through the Parent Involveinent 
Component. 



Center health staff had received special EPSDT training in 
88% of the selected projects and only 76% of other staff 
had received training^ usually through the efforts of the 
EPSDT coordinator, and was limited in amounts In those proj- 
ects where the health staff had received special EPSDT 
training^ it consisted only of OCD workshops and of possibly 
one states or local training session (limited); in eight cases ^ 
it involved additional sessions under various auspices 
(moderate); in tv/o cases^ it consisted of a large number of 
training opportunities (considerable). In three projects^ no 
staff meniber—health or other'--, had received special EPSDT 
training* There was some variation among selected proj^ 
ects regarding the proportion of health staff as compared 
to other staff who received special EPSDT training. 



2* Conclusions on EP SfjT CQordinator s i Eduaatlon and nmployment 
S tat us 

a. All the Bcloa tocl projocts^had designatod as 
EPSDT caordinacor a person who had at least high 
school training. Relatively fewer projectR in 
the EPSDT effort involved EPSDT coordinators 
who had attended college and graduate school* 

b , The ma jori ty of I-IPSDT coordinatora had previous 
experience in Head S tart and i since many of the 
projects reported that their EPSDT coordinator 
was full'-timc3, the supplemental grant may have 
been^ used in rnany instances to augment the 
salaries of Q5<isting staff. 



c* Because of the limitations of the supplemental 

grant and the need for additional staff resources 
to implement the demonstration program^ some 
projects had to utilize non-EPSDT paid Head Start 
personnel to carry out certain functions, 

d. Training of health and other staff for the 
.EPSDT effort was generally limited and con- 
sistad primarily of OCD workshops. 

Policy C onsideration s on EP 5DT Coordinatori i Education an d, 
Emp lo vment S t a t u r 

a. Training of the Head Start staffs particularly 
those members who have direct responsibility 
for the operat on of the EPSDT collaborative 
effort^ is crucial^ in order that the demon- 
stration objectives are understood and 
clarified. 

Such training might place specific emphasis 
upon ways in which all Head Start staff can 
support the collaborative effort as they per^ 
form their regular duties, 

c. Familiarity with Head Start program objectives 
and health-- re la ted matters should enhance the 
capability of the EPSDT coordinator to provide 
an effective leadership and training role 
in implementing the EPSDT demonstration effort, 
ThGref ore , Head Start prograins might be 
encouraged to recruit and hire persons with 
this specific background to be responsible for 
coordinating these services. Moreover * this 
position should be full--time and under the 
supervision of the health services coordinator 
to insure fiill integration of the EPSDT effort 
into the overall Head Start health program. 
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B. EPSDT COORDINATOR- AWARENESS OF EPSDT 
1. Analysis of Findings 

Coordinators and other involved staff in the 25 selected 
projects had varying degrees of awareness, or basic knowledge 
about EPSDT and its provisions. In most of the selected 
projects (22),- the coordinators knew of the existence of the 
State EPSDT Plan- However, of this group, only 15 had a 
copy of the State Plan. In one project, this copy was 
deterinined to be out of date. Two coordinators indicated 
that they had descriptive materials on the state EPSDT pro- 
gram but they were uncertain whether these materials actually 
constituted the State Plan. 

Whether the .^elected project staff had a copy of the State Plaa^ 
or not^ they tended to have little knowledge about the more 
technical aspects of the EPSDT program. For instance, in 19 
out of 25 proiects, staff knew the eligibility requirements 
for children an d families to participate in the EPSDT pro gram, 
but onl y 13 knew the step-by-step certification procedures . 
Staff in 15 projects were aware of the rates for reimburseable 
EPSDT services, but this may have been a result of activities 
associated with obtaining specific EPSDT services, including 
feedbaak from providers* A large majority of staff (in 2 3 
of the 25 selected projects) rtBl'ed upon their own initiative 
to obtain information about the state EPSDT program. Nine- 
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teen coordinators did state, howover, that they had also 
learned of the program tlu.ough the OCD Regional Training 
Workshops. In addition, 14 projects cited the health liaison 
specialist as another source of basic knowledge about the 
state EPSDT program. 

Less than 50% of the projects indicated that the state or loca] 
Medicaid/EPSDT agency or providers of service were sources of 
basic information about the program. Of particular importance 
iA?as the finding that the stat e rather than the local Medicaid/ 
EPSDT agency proved to be a greatiB r source of inforniat iQn (14 
out of 25 projegts reporting a s tate agency a s a source , 
compared to 8 out of 25 reporting a local agency as a source). 
This may have been attributed to the state agency being the 
unit most responsible for the preparation and j31^sseminati on 
Qf_ info rmation about the availab ility of the EPSDT prograni. 

2 . Conclusion on !^.pspT Coordinator: J\v/areness of EPSDT Plans 

Being unfamiliar with new EPSDT programs, Head Start 
program staff had to rely, to a great degree, upon 
their own resoarces to obtain information about the 
state EPSDT services. Governmental agencies proved 
to be less reliable in this regard. On the other 
■hand, knowljsdgG about the EPSDT program amr ng Head 
Start personnel tended to be general rather than 
specific, thereby liinitlng their ability to effect 
changes in the institutional arrangements of the 
program. 

77 



C, PLANNING FOR C0LLAB0RATIV12 EFFORT 
1 , Analysis of Findings 

A majority of the pro jects^-14---'C0nsiderr -.l v'lheir supplementary 
grant proposals to be their EPSDT service plans. Only two 
projects developed more detailed plans* CCD had required 
submission of a questionnaire and workbook proposaj. by all 
potential grantees. These provided background data on the 
projects as well as an outline of how the demonstration col^ 
laborative effort would be organized and operated. 

Elements described included^ 

proposed management and organization 

potential and planned numbers of Mead Start 
and non-'Head Start children to be served 
in terms of children eligible and certified 
for Medicaid 

need in terms of cjaps and problems with existing 
health service deiivery systems 

arrangements for involving or relating to 
health service agencies^ providers^ and other 
important resources such as welfare, children's 
services^ etc* 

proposed budget. 
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Even where projects considered the questionnaire and workbook 

constitute a service plan^ they often did not feel bound 

« 

by their proposed service goals or approaches, particularly 
with tespect to non-Head Start children. Various factors 
underlay this attitude including 5 



subsequent confusion as to the necessity and 
desirability of serving non-llead Start children 

supplemental grants substantially less than 
requested 

unrealistic estimates of the time and effort 
required to establish relationships with 
other resources 

imposition of additional adniinistrative re- 
quire:ments by OCD, i.e., the evaluation and 
completion of th© associated forms. 



2* Conclusions on Planning for Collaborabive Effort 



Many projects that had been selected for the 
EPSDT demonstration effort had initiated little 
planning for implementing the program* 

Lack of clarity about demonstration obj ectives , and 
insufficient staff time augmented by relative- 
ly low supplemental grants to hire personnel, 
served to croate a climate of confusion ^^"^ 
sistance in the projocts which hampered their 
ability to plaui effectively. 

Mnny projects wore unaware of th<' adminiatra tivo 
detail / including the imposition of Qvalua five 
procedures, and thc^se additicnal duties may have 
overburdened already limited staff resources. 
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I'jj..'; ;jy Consid eratlQns on Plann ing for Collabo rative K 1: foi'h 

t 

a* OCD could initiate a systematic and detailed 
planning process for the implementation of the 
EPSDT collaborative effort. Such planning might 
include clarification of objectives, techniques 
for needs assessment, and surveys of community 
resources* klmo , OCD might insure that the 
demonstration projects have^ in hand , information 
about the provision and availability of EPSDT 
services in their area. 

b* Head Start projects could be assisted in developing 
skills that will enhance their ability to make 
greater use of their existing staff by employing 
tim^ utiliaatipn and manpower development pro- 
cedures. 
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D. PROVISIONS FOR SUPPORTIVE SlilRVICES 
1 * Anal ysis of Findings 

Both the Medicaid and Head Start programs were obligated to 
provide supportive services for non-Head Start children under 
the collaborative effort, Inforniation regarding supportive 
services for Head Start were not collected as part of the 
study because: 

Head Start provided such services before the 
initiation of the collaborative effort 

already existing provisions for supportive 
services^-overwhelmingly based on direct pro-= 
visions^--were not altered . under the collaborative 
. effort; 

The Head Start projects were the major providers of supportive 
services for non^Head Start children. Twenty--one out of the 25 
selected projects reported that they provided a variety of 
supportive services to this group and in eight instances 
Head Start was the so].e provider of supportive services. The 
supportive services most usually provided by the Head Start 
project included publicity, tracking and verification. The 
proviaion of certification and racordkccping/rccord disposition 
was tfte second most frequently reported servicG provided by 
Head Start. 
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In some instances where joint effi '=3 were reported^ the Head 
Start projects concentrated ^heir supportive services on tha 
siblings of Head Start enrollees or non-'fledicaid certifieu 
children, while the public agency focused upon the Medicaid 
eligible population which tended to be Head Start children. 
In other instances, the Head Start project performed some 
aspect of tracking not done by the public agency. 

The supportive services provided by public agencies were 
primarily in the area of follow-up, although only in a signi- 
ficant minority of cases, i,e*, 20% across the three follow-- 
up services -^-^ tracking , ver if icationf recordkeeping/record 
disposition* This would suggest that the public agency as 
a rule was less concerned with recruiting new participants 
into the EPSDT program than they were in following up on those 
children already enrolled. 

There was mininial involvement of voluntary agencies either 
as sole providers or In concert with other agencies, such 
as Head Start. A voluntary agency provided babysitting ser- 
vices in one case. Some voluntary agencies cnoperated with 
Head Start in providing publicity and transportation. The^ 
relatively low lovel of involvement of the voluntary sector 
is probably attributable to ^ 
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porce.i. vGd level of proqr . un aqoncy cfffort: re-- 
qui red for .sol i.ci to hion o(: voluntary aqoncy 

lack of voluntary acjency resources and/or 
know 1 e d q e to s u p p ort involve rn e r'l t . 



Th< ' I oast rre(|U(?n 1 1 y i^irovi-ded supportive servi.ce to non 
Head Start Childreri v;as babysji 1 1 ing , Undoubtedly tliis 
reflection of the lo \ )f available resources, i.e.^ ad 
d i t ional f unds . 



2. Conclusions on G u p [::) or ' t i v e Service s 



a. The Head Start projects were the major provide 
of support Lve services to non- Head Start chil - 
dren v/hich suqges ts that there was a general 
appreciation of the requirement and intent of 
the 1::PSDT collaborative effort. 

b. Public agencies tended to focus their sup- 
portive services on follow-up rather than 
out^' ach activities. , The ^^oluntary sector 
pro 1 to be of little resource to the Head 
Start projects in providing supportive ser-- 
vices . 



P o 1 i c y C on si c 1 e ra tijD i\s_^ o n Su i ) port ive Ser v 1 c e s 

a . S p e c i f i c: a 1 1 e n t i. o n ni qht be given to 

developinq ways in which Head Start and public 
agencies can work jointly in providing sup-- 
port ive services to non- Head Start children 
so that their ef forts ar • be t ter coordinated . 

b. The ne<id Start programs could pursue arrange- 
inents for reimbursement as a new resource of 
l:hose suppo^:'tiYe services, provided they are 
part of the State EPSDT Plan. 
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Head Start: programs cnu J d uti.li^^o rGt^ourcea 
that may bo avnilablf^ in tho voluntary BDCtor 
particularly in tho area of outroach. 

CornpruhQnsi vo hoa 1 th services for low- income 
l)reschool (drildren could include provision 
tor babysittincj cUjrvicfjn to insure tliat 
F a m i ]. i os v/ i 1 1 take a d v a n a g e of 1 1 ] p r a cj r a in . 



3* 
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r:. ARRANGEMENTS FOR PROViSKjf: mE HEALTH BERVICES 



1. Anal)^Bin of: Eincii_nqw 

Olio objoctlvG of l:hfj lU^hMl M L.i r l / EP^;D"' CqI InhQrativn EHrort: was 
to Supplant Head Start provision ol: heaLt?i iiinrvicas which 
Hi/acl SluiiM: pruvirlnH oiLhrr fliroctly or thj^ou*:.] ^ru imburacid 
or contributinq hoalth practitioners. The goal was to riiak^j 
cjreater ubq ot Medicaid reimbursoinont ta practitioners or 
directly to Head Start by treating the pi ograni as vendor. 

Head Start projects served as providers across all screening 
catagorie:?s as wnll as lor dental^ mental health, and nutritional 
treatrneiit servicf^s for Head Start chi Idren , and to a aomGwh.at J.esser 
extent for non-Head Start chiidren; i,c., not at all i.n \\\o case 
of dental ncre^niinq or dental and rnentnl health treatment 
and witli less irijguency in other categories. 

Mead Start as the soie [provider was the most predominant 
arrangainent in tlio cas. of nutritional screening for Head 
Start children (nine out of 25 projects, with vendors being 
the second most prevalent in seven projects). Head Start 
was the . .eond most prevalent provider for nutritional 
services. This arrangement also prevailed in the case of 
non--Head Start children, although the trequv..ncy was not as 
great. 
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2 , G Q n c 1 u bLo iui _ on A r r a n q q m c n I: [u r_ Pr o y i H 1 a n ^ o f Jj£fiit]\ _^ y££Xi:i:5 ^ 



a. VrirLouB racLoi^B unduriiu i ho pattorn of: Ilaacl 
Start an providor, incluclinq the lack of 

a! tariiati\- ccnimiinity roHOurco.:^ and tha dif-- 
fitailtloB itailed in obtaininy the cooparation 
()t: privatu [jractJ t ionors , I'his situation con- 
l;ronf-^ [)ro]rai::^ particularly in areas whora 
thorf iro minimal hoalth BGrvicos. Tho 
rnsit; ancu of qoncral health practitioners to 
fino-dctaLl r^c rccninq^ bocausQ of thci time and 
effort entailed, as well as their percoption 
of minimal benefits to be qained, are also 
factors cilud by a number of selected projects, 
iiead Start bucamc a provider, and remains one, 
to offset these circums tances . 

b. Because of these factors, there was a tendency 
to place qroater r(^liance on providers, probably 
reflectinq eithfa' tlie prevalence of specialists 
in these fields v/ho are not r^endorn, or the 
prevalence ^f -c^sources within ins ti bu tional 
entities which are not vendors, e.q.r school 
districts, student-staffed clinics, ^tc, 

c . ■ e a d S t n r t: p r o j e c t s tcnc i ed to re ly on pr o ven 
belVou^JF^ralji o T^T han a ttempt to iderftiry new 
r^smnf^Fetrr Ixt^aaBt "in some rro:j ec ts , non- " 
MeacT^Star t children were served by vendors, 
whereas Head Start children were served by th^^ 
project itsc'lf or another {:^rovider. Some of tiie 
i^rojects indicannd, however, that they questioned 
the medical screening provided by vendors 
butjiid not have the resources to brinq all 
chi.idren within the gamut of thoir preferred 
ojjproach to provider arrangements for fine-- 
detail Hereon inq. 

An interestinq pattern is presented in the case 
ol selected IMPD pro jec ts-^-^reliancn on a combi- 
nation of vendors and providers. In the case of 
the Indian projects, this tendency reflects the 
important role of the Indian ilea 1. th Servit;<.^ ; 
whereas in the Ccise of Fresno, it rrq:lncts the 
availability of migrant health procnnm reHourcea. 
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cL Overall, provider arranqonianbs Cor the Hoad Start/ 
r:] SDT QrCo^ were domino tod by vondorB, but 
I load Stnr I. ds a non^-roirviburSGd diroct providGr , 
and other providers, continuod to play an important 
role. Vendor r:; wera particularly predominant in 
the ca^e of non^-IIoad Start children tor whom 
Borvicus were more likoly not to be applicable. 

Policy Conh i dor c., t iona on Ar rafig em en ts^ for J^roviaion of ilpglth 
S e r vice 3 



a. Head Start programs could bo provided specific 
assistance in pursuing strategies to obtain 

re iniijur sGmen t for special servicers they 
provide which can be paid by the EPSDT program. 

b. Head Start programs could be encouragod to continue 
using public health resourcGs in their cDnijnunit^' 

as a means of offsetting the limitations of the 
EPSDT program. 

c. The success/failure of the EPSDT program rests 
quite clearly on the accessibility and availabilitv 
of a full ranqe of health services. Therefore, 

OCD migiit work vury closely with SRS to strength. 
the leqislativa and regulatory basis for the 
[>rogram as the first step in bringing about a more 
e<]ui table allocation of local health resources. 
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F, OPERATION OF OUTRICACII AND Ko;,LOW-UP 

Ou tTrcvich 



Tilt: Muloated projocbH used a variety of outreach mothods to 
recruit non-^IIcad Start children into the EPSDT collaborative 
DtiL .L* Outreach to non--llead Start children was concentrated 
on siblincjs of Head Start enrollees. Nineteen selected proj- 
ects reported participation !;> non-IlGad Start childrsin on 
intake forms. Four projects indicated that siblings accounted 
for 100?i of the non-^IIead Start population. Jn Hi:-: ot!n.M: 
projects, siblinqa accounted for 91 ^, to 99^ of non-Head 
Start children reached. Three pro i^^^c ts---^Leonu ns ter ^ Woreester 
anc' Baltiinore--eKhii)i ted an op^jos t pattern* 

Two of the selected projects did not report reaching any 
non-Head Start children. At Fort Peck, this situation resulted 
from the retusaL of the local welfare office to provide a 
list of Medicaid siblings ^ and their active discouragement 
of Head Start outreach to non-Head Start children. The Dan- 
ville project did not feel they had the time or resources to 
TjcrvQ r^en-Iiead Start children. 
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Also; uhcro was conf:uBion in aowdi Hocid Start projects as to 
the requiremont to servo non-llead Star t childrGn * The intaka 
data did not reflect any participation by non-Uaad Start 
children, inciudinq niblinqH, in the Toina iMvur project^ 
for ins^tance. Thin project did serve a omall nuniber of this 
population, but the percentacje could not bo calculated from 
civ<f liable information, - ,:njnilar situation Gxisted for the 
Black Feet Tribe. 

The succeBs of the selected projects in reaching non--Head 
Start children who had been previously certified for Medicaid 
varied greatly acorns projetlB. Of the total number of non-^ 
Head Start children (4,389) reached bv the selected projee 
the collaborative effort, 711, or 16% of the non-ilead St:u 
children, had been previously certified. 

The iaryest number of previously certified non-IIead Start 
cliildren reached by a single project was 1.443 in Paterson; ii\ 
contrast, the smallest number of non-JIead Start children in th 
catoqory was 0 in the Blackfeet Tribe. 

The variation by percentaqe of non-"lIead Start children who 
were Medicaid ctjrtifit:d to the total non-IIead Start children 
participating in the collaborative effort was, however, more 
noteworthy. The "projects reaching the highest percentage 
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of sucli children wnro Lubtaock nw.i L' '\ ' ' ^t^^^i"- with HiTi- f 
Lubbock only involvGcl onu child. Cook Coun(.y =n.j MGdfar.t 
reached the lowcs t neruen tage^ of previously r\ u l if ied children , 
11 and 2Z raspQcLivaly , The median for the novantooii BclecLad 
projoctB for which pcrccn fagos could be calcuLafGd was 59V,. 

In reviewing this data, it appeared that those projects which 
reported large percentaqes of Medicaid eligible children 
actually recruited non-^flead Start children whom they knew to 
fe eligible. On the other hand, those projects with low; per- 
centages undoubtedly recruited in the general community. 

TwelviD projects reached non-English speaking children. The 
other tliirteen were located in predominantly English speaking 
areas. It was interesting that all of the projects in Region I 
reached such children as did those in Region VI and IX/ the 
latter being located in Texas and California, respectively. 

Of the nine different outreach methods used by selected [oroj^ 
ects, the use of the Paient Involvement Componi^nt was the 
most frequently reported (21 of 23 projects) and was per- 
ceived to be the most effective luethod by thirteen projects* 
This mothod was the only form of outreach for non-Head Start 
children used by six projects. Through the Parent Involve- 
ment Component, Head Start projects were able to bring to 
bear existing program resources in the implementation of 



tho EPSDT Qffort, They we i-e ao i.o to diasGmiiidte inf ornia tion 
tlirough the Parent Folicy Coun cil and through some activoly 
engag ed thomsGlves au grnunt the outirGach activity. Parant 
involvGniant staff, th rough their daily activities, wGro ablo 
to ancouraga parents to orirQll the siblings of Head Starl: 
chij^d r---'- into the EPSDT program. 

The sQcond most frequontly used method for outreach was door- 
to--door-con tact ^ (12 of 23 selected projects) and was perceived 
to be most effective by outreach methods 75% of the selGcted 
projects using this method. Other methods such as mass media, 
literature, community organizations, etc., tended to be used 
less frequently. Two projects reported that they did not 
provide for any outreach to nri;--nead Start children 

All projects soekinq to recruit non-English speaking non-^Head 
Start children used b il ingual outre ;ich ^iUtj)od_g_. Miiingual 
approaches were used by at least t\^u projects Ifo" every type 
of outreach. in addition, eight projects repcrted that they 
used at least one bilingual outreach method. Overall, the 
'Effectiveness of these metl^ods were perceived to be similar 

> a proportionate basis) to methods described as non-bilingual- 
Mass media, community organizations and the telephone were 
the less frcquGnti.y 'MDed method for bilingual oi:treach. 
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Both thu 



B rjuiclaLineB for EPSDT and the OCD guidelineH for 



the Gollaboratiyu elfort reLlGcUud the iinpurtancG uf.tv/o 
coniponenta of a iiiicCGssPul proyranu These twu eoriiponeri ts were 



SoniQ diffGrenccs v/erG reported between the tracking scr- 
vicQs provided for Head Start and non^-Iiead Start populations 
based upon observations of recordke3oping systems and infor-- 
mation obtained durinq the site visits. Head S^^art was the 
responsible agency for tracking Head Start cliildren in 20 of 
the 25 selected projects. In the other five projoc+s^ the 
Head Start program v;as responsible for activities in con"- 
junction with a public agency. 

The adequacy of tracking for Head Start children was found 
to be g ood or excello!. m 80% of the projects and adequate 
in the remaining 201. In those instances where the public 
agency cooperated in providing tracking services^ the proj- 
ects tended to rate this service good for Head Start 
children and aduq uate or poor for non^Head Start children. 




race ived 
ning and 



Verification / i.e.^ insurin.g that serviccas re-^ 
quired by each ch:.ld are received. 
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In the CBBo of non-Head start: uliUclron, ganeraUy, tracking 
was four - to ho cjood. or CAColl_Gnt in 40?. ol: the projcjcts whore 
it: svaB i^: ^vided, acicMiiuato in ^ibout 25?^, and poor in 35?^ of tdiQ 
pro> ■ ' Lhou'jh Head Sbart was liIlk) idio doininani ' ^ ^^wionn i b;ie 

aq(.r !!i ' Ir i i niU:ariccjs , it:B role was loBs froquon^ (1^1 out 
oE 1 ) .i;; c"^o; aarred to the trackincj provided to Head S^ai^^t 
chiitii' rherrj v/as more trequant involvGinent of public aqGncics 

in providinq tracking servicGs l:or non-Head Start childron 
comparGd to tho Head Start group- Four projcncts indicated the 
public aqcncy as the sole responsit.^G agGticy for tracking and 
three others stated that the public agency provided thin ^^er- 
vice in conjunction with thG Iload Start program. 

For veri !:i ca tion of sorvicus receivaci^ the rosponr^iblG agency 
and ad^':-uacy w:jre J.dcn t i iiod . Data also was obtained on 

ocords o: t3arvi^:cH rGceivr^d and on control over non--Hcad 
Start providers of sorvicrs^. vhe uKist aice of. controls was 
di C ie ren t i a ted by screening ^uid treatment for both He Start 
and non-Head Start children. 

Head St^r^. wa^^ the sole responsiule agency for verification for 
Head Start children in 801 of the selected projects and shared 
this roKponsibili ty with a public agency in the remaining 
projects. The public agency was the responsible provi^..er 
of ver .-f ication for non--head Start children for seven proj- 
ects and shared responsib . 1 i ty with selected Head Start 
projects in three instances. « . 



Head Start remainod the dominant, responsible agGncy for veri- 
fiication in 11 of 21 projects. The adGquacy of verification 
was also similar to the pattern for tracking with the ser- 
vices provided to Itnad Start children again rated higher , 
i.c.r 84" of the projects provided good or eKcgllen t verifi- 
cation for head ntart children and 16% were adequate/ as 
comparod to 42^i of the projects providing g^qod or eKc ellen t 
verification for non-Head Start children, 21^ providing 
aduquatfi services, and 37^ providing poor ^services , 



That belt:er verification was provided for Mead St. i'- oliil-^ 
dren than for non-Head Start children also held wi.Vh respect 
to whether r cords of services wore received by the responsible 
agencies or ..ontrol exercised over the providers of screening 
and treal;!u:M. services All selected Head Start prodects 
reportedly c^p ^ n ^ r i -cord of services received/ and also 
exercised controls over other service providers in the case 
of Head Start children. Records of services received by non- 
Head Start child: sn were not obtained in three projects and 
controls were not oKercised over treatment in two projects 
where ?ome activ-Lbies v;ere known to have occurred. For both 
record of services received and existence of control?.^ 
there v;as a substantial number of occurrencos of "dot Applicable" 
or "No Information" (for instance, in Danville, Worcester, 
Amarillo, Appleton, and Springfield), probably indicating that 
minimal, if any, controls were exercised over non-Head Start 
children , 
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A comparison of t:he numbor of cMiiJ^dren par ticipa t inn in each 
pro j ect-- Head b Lar t oncl iion^Iiead S tar --with the various 
£ollow-up sorvicQB secmod to indicate that program size bore 
no relationship to the adoqr^icy of tracking and verification 
so rvi CGS provido-d , 



2. ConcluBions on Opera tion of OU'- reach 



a. Tho Head Start Parent Involvenient Component 
was found to be the most effective outrtaach 
method by the Head Start projects for re^ 
cruiting non-nead Start children. Through 
the use of parent involvement, the projects 
^■;ere able to utilize OKisting program resourcaa. 
Many projects also perceived door--to-door con- 
tact to be effective in reaching non-Head Start 
children. ^ 

b. The projects were highly successful in ob- 
taininq Medicaid certification for ^jon-Head 
Start children c-dio had not been gci lified 
[orior to entry into the collabora tiou. They 
were relatively Iet:s Buccessful with the Head 
Start population, reflecting possible dis- 
crepancies betv/con the oligibilitry standards 
for Me ticaid and Head Start. 
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Policy Considerations on Opo r,^tion _of Outreach 



a, BGcausG of the demons tratad succlbss of tVm 
Par en t TnvolvGmGn t Component in outreach ^ 
Hoad Start: programs should be Gncouraged 
to fully utilize this resource in 

order to insure that all siblings of Head 
Stcirt enrollGes become participants in the 
EPSDT effort. Parent involvement ntaff as 
well as the Parent Policy Council should be 
provided speci f ic training in this regard * 

b, Door-^ to^door contact as a specific outreach 
method for EPSDT should be fully exploited^ 
par t icularly during the period when the Head 
Start staff is recruiting children for en^ 
rollment in the Head Start program. 

c, OCD might review with SRS the feasibility 
of providing Medicaid certification to lev; 
income pre-school children on the basis of 
their enrollment in the Itead Start program. 
Because the income eligibility differences 
(in dollars) tend to be m.inimal betwt^en 
Medicaid and Head Start/ the designation 

of Head .art enrollment as a specific eligi- 
bility standard for Medicaid/EPSDT could 
facilitate the certification of a particular 
group of low- income pre-- school children for 
coinprehensive hocil th services . 



Conclu';2ion£ on Operation of Follow-Up 



a. All Head Start children involved in the 
EPSDT rollabor..t i vc Effort recolved follow-- 
up services , bo th tracking and ver if i cation , 
The Head Start project was usually tlie re- 
sponsible agency for the provision of these 
services, and most projects deorued them 
adequate or batter. The non-Head Start 
child was less likely to receive follow-up 
services , particularly ver i f ica tion . 

b. The relatively low incidence of public agencies 
providing tracking and verification services 
suggests the lack of a systematic approach by 
state Medicaid/EPSDT agencies to the delivery 
of EPSDT in accordance with the federal regula-- 



^ . All J 1 yn i ■ )* i fiM . ! [fi 

(ic^l) nil j f 1m 1 1 nc rn-^^'if.fH Mhii i.nu i v i ( I u; i I j^.M-ord:; v/on' 1 c-i ho iim in- 
..din-nl fin: 1 1 * mi i. I d r- 'ii i: i 1] I itu; in t.h'^ Kl^SlJ^i' Co 1 1 dhcMMl Lvs.^ 
F : {■ fnrt. , T\v ' H« m 1 t.h M' v :h: r bn^ jklu:^np i I K? :iy^; i.rM;i \mm q^i^ 1 * 'f 1 

\)y ii; .1 |..on: n !> i 1. i r 1:uo[m nq ixuajri!;; ^iii iioii-llnH:! n/l. ch.il-- 

flmn wif Ii r»n;oinii l^ifHi f jccr-p hril.) i lii:.y dP n 1 I.< n^iiaUivoH , 

F^fM:^)rd k' '^M^ i-^^^' provisiinr; T.acln by tlu.* huIopLocI projoctB wc:r>^ 
f ;=PM"i b« HA by ^ 

POP* inuLtv or CDDt^ct, whj ;h iclnnMrlnd whothor 
i.U^'iu HoiocHp'f] jjrojricliH rrtniiiOLi rc^corclB for IICKid 
Slpirl: niul iion-Hi^ad Start idiildrpn at: the and oC 
Ui' ' iMXKTiPin yp.;i r I and a Ibo to whom rocfnMB worn 
LraMH fpLaujd i ii Idui casc^ rd; Iluad BLnrt children 

iiUTjnct; nf tdu: Id^SDT of fort: on rocorakonping , 
v,1iV:Mi Idini^ i f v^hohhor thn cnl laboraliivo 
fM;fnrL :;it: Lrnu LalP-^Li cfraaLor use nf prD-cKisting 
foians nr d^ 'VrJcgsi^VMit of nnv; oiios 

(iLial id.v of i'oc.:cn-dkuopi ncj ai^ roflocUod in tho 
rondi iic'ii of i^t'cords maintained by th<: [jrojocbB. 

About: 7^-- of: the i^uJ ccted projecjLs rotainod haalth rocordin 
£ur Lbulr^ IUj.uI ^iL.irL ukridroii, vdiarca:; only 52: liQpl: nuch rec- 
ords for non-IUh.r! SI: art: children involved in tiio collabora l:ivn 
L:l;forL, Wlu:n-o idm prnji'Uts LranBforred rocDrds, tho rncipi.-' 
antM v/oro schools (Koven hiniGs); conil>inah ion of BChool ami 
paronts (six tlmos) ; parents only (two times); and cornbina- 
tion o£ school, parants^ and providor (ono Liina) . 
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It :;lu)i.iUI I'u fli-i) a j f^". l ' m' './."i:; \\('Vr-i m i i-v i jM.' -n f: 

f)l Uh! {,: ii L I. d • ^ii'.ill.h ri '(.wn^ h; . of I h- iiiiii' projocLr; r«'l-.iinuiM 
anf i I: r< iiw; t r r r i tim I't m ^ i: ; on w li i cli Id f c j ri!ui f : i oi i v/. ii: /I'/n i b 1 f * ^ 
'jh'^ or 1° i. \'f' pr ' M( • <: t,: ; ^ 1: im n m r t^'^' 1 tJiuni l.o f:!i'^ miub ln,i I: i f jii f)f 
ino I ,1 nH [.i, i !' s i t n * H ■ ri f t li * [ M^f) j < i : ; ^ I ■ . i Mf • f * ' f-^' ' f ! i f -pi 
in I Ih ' fMii I ti * ; )( J 1. ; and on* ■ So ,'i 11 po i i h I t ' t^* pi *^!n lai . 

i)iil.y - wo !->! E/Jp ' i Hi;h '(.:LL-^l |j r?") j u c !a> ()t\ \^/hi. cli d.ata ^Vci h avai. l.- 
ahlr*, /ihnni i (] , / i n^^ : r* * > s aorl ?;laM r u:h^ of r'M":<")ral fnniiH Wiiinli 
h:]d Ml tinod in V if;aHlv^ ^or lUiad KLart c;^hildr('iu C I civi^ l.arid ^ 
MiSHirWnppi [jroviiliHl adfiit icjnal traiaiiiuT t'rjr t:luj conhnr [j? aaK:iM = 
neL rnf-p^Hi^nJal o For raa:;0! dkoDpiriq and s L rr^rKit-iKMii aiq Bu|Jor- 
vi;]ion of Ihulr tnta>rl-a; UanvilLe, Illinui.B (anphasiacod moru 
dota i If^l ..iiid coinp rohon'i i va coinpbaUion od their oiLsbiaiq form'u 

SA.:: at \.]W' ;)ro JmcI.h cai which Lnforina tion was a vai labl*.!--- 
21'''- -dovK' Lov{?{i now, i ricii v icb^c? :'ad forins ror Head Start ciiil^- 
dren dun t.p Ldi^; c:Ol J abora t: i. vo Gbforb. A lov/or po rcentago---2 5?.-^-^ 
daV(}lo[->cd :-njch t o rins for nori-dGad SLnrt childrcrK Pi^a jucts 
did^ ho\^'f'}.ve i: f lu^o various bypcQia of aycjreqabo reports or 
rocorLiS/ accDirdiiH:] to site visit data* Many of those rt^ports 
waro cQpiDs ol: thoHc* rT^uppiif^d by the: roHpuiiBibla local atfuncy 
with nil tho inadoc|iioc ies o-r variations therQ^of, 

idio contraRt botv/aen the qLiaiity of projoct records maintainGd 
for Head Start: aiui non--Hoad Start childron \^as striking* For 
Head Start cdiildren^ records were ob^Grvcd to be of good quality 
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in JV\^ f)i, IH ni: tlu- fu^ l(n-l.f.Hl ; , n j ( m: t:r; ; aciutjiuiLr^ iw , c^r 

6 ol- tjio jccM.:; ; <iiul [KIoi- ii) (^nJv^ nr I lu-cjifict,. Con- 

:i: n^ i 1. y , roccH^i.l 1 ni' noii-H^ '. uJ i H- ti rL cl Mrr mi '^u ^v^^ ohih t yoij 
t:(.) Mocjti III only 1 i.v<.' 1 1 !, v) i 1.!^ ^ ui .^M^ .iini in i.iuli! 

jiro J' ( 4 7 j . 

y^ppnr !.. 1 V(,^ nm'^vicfjn v/'M^'"' pr^n/^iclrM-l for nnn=-iI^viM :-t nr^ r'hi liif^iMi 
(•lov^'H of v\i.]hl pofuiibLu 3ur:vic(jiJ) i.n laor^t; o j: VMu projt^cti-^ (21 
or 2"i) Hand Stdrt playod a major rola as dirocL |!rnvL(lMr 

o !~ niiK^h Mn rv i-oe s , 

2. Cc:)iicluwi.pii on Operation of. RncordkDf.^})iny 



Rocordkeep incj for nori-flcacl Start childron v/as 
considfjrab ly wcakc'r than that: for lload Start: 
children. i'hlL^ nonditi.on 1b typical of. the 
status of othor snpportivo B^rvioo^ for non- 
Hoad Start children as proviously discusscE^d, 
This pattrrn may roiloct lacK of rufiourcos, a 
factor noted in the site visits, No Boloctod 
projoct^ however, appear b to havo attemptad to 
secure roinibursement for such SGr\rices. 01: 
equal in tc rest is hho niinima 1 inipac t o f the 
collabora t ivo effort on [load Start projectB' 
r o CO r d k oe p i n y * 



3 . Pol icy Cons idera tiqn_ on _ppe)ratt^n_qj^_RcM;o^^ 

OCD miqht Gloriously consider requiring that 
rocords be kept on the provision of services to 
nQn--IIeod Start children comparablo to those 
maintained on Head Start children , Theso 
would provide documon tat ion of the medical care 
and follow-up recuived by thcjse 'chi Idren and 
provide a basis for further study and comparative 
analysis between the two groups of children r 
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iN rwh liisAi) :i'['Ai^!T i;i'^;irr ■ M.AnnRA'iM vi'i mimaiiam 



A. (Al M,[.)'':iA-.; PART if M i'A'lM M'A 1;] TUh CO h AA I;') HAT I VI'! I'lMA^HT 



J n i"u rii;..!! i <.w 1 on !Aif' nujnA'M^ rji" ^.A i i lA rr-n f'. i r I i c: i ; - < f A U' ( in lAif 
1 ^ A jlm a i \.n: t-l'loi't v;rn; p]^n Sf.'n b.,v;,l in tAu? i.nliji.ni.ni rcfjcjiA: (Sua 
Taul { anA 1 - A) . 

Tinj dcitn 'jn ;jn rA: I c i L it:)n v/ciB baBOcl on hlin OKperitmcGa oP 120 
prcjocL;: (cji'.jht:(.un of which wore aolocLcjd [^roj«jctK) that sub^ 
mi tAn;A 1:kAAi Tnnnk^j can:! laiA-Df-tAio Vc'ar- Shataaa foimu:-. 'l1u::ur».A: .1^ 
call// int:akc:^ aval cumulatiyi^ pnr ticipAtPon da ba should have been 
oqual; howcvor, iiianv l^rcijeclH (both s^nlactcjd and other) did not 
suLmiu Lnhako fonns for each cliilu pa rti.cip^atincj in tho co ilabora^ 
tiyr^ titfort. In :-njc!i .inslainucs^ cumulative participation^ i,n.^ 
Lotal nn nor of Ldijldr'ari :aorvnd ihirinA tAi*'^' yr^ar v/an intcrf:5r^ ?rl 
to iaiclnde all chiidrori v.A. th whom tho pro j act liad madn contact- 

Na tionn I ]-VA tho noad Atart projocts providad servicGS durincj the 
y*:::or to 74 u of! th^* planned Bar vice poj;)iilation * The solocted 
projectH showed a eijnilar pattern as tlioy reachod 72% of their 
p Tanned ■ |:3nrt ici pa t ion - T lie re is Bonie tluctuation in thif5 
p a 1 1 0 r a t 1 1 1 g r o q i o n a 1 1 c V" Q 1 ^ w h i c h nio B t 1 k e 1 y r £ 1 a c t: e d d i f - 
farencDS attributable to the way in which the projects developed 
thei r pro j eat ions , lAnrL her ana 1 ysi s rnd ica ted that 13% of 
thG childrGn sorvod had completGd the intake process, 
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Sii'ii Irii'ly, IJnj vai-jMUri rcMij^ori:- ii^ricctc^rl i:ii.ln pa(;b.^i:ti, nxcipL 
C^jr Rc^rjioni: .1 aiu! ill, vMv^-ri Lnoi:n v/a:j r t'.:A\.i.'\: i'v\.>U:)nao. of: 
non-s Ibl i riM^ non-ib.Md lirnrl; r)ii.i -'ron ^^Jr^^od• 

Th*:u"(^ v/iir; f^i.^nin .1. luniovnr or clrop-oi.t of; ar:.M *roK;Lma boly 

9,7y.L, u i; }A) \ nj; t:ho t:tji:/i,.L numbci: of chi Uirt-ri :u.M:ved ({inad 
Sl:art arul nQn-ii*:.ad St:art;. 'rhiu pattern irjl.u Lruu ragarnXuBS 
a t onrul iracjii t I. a tun , .jxccj[.^t tor Ruy on s iV and [:< , wlicj'^c the 
tui'nov(jr rato v/nR trhan .1.0''^. HQwrwor ^ in tlio caaa of: nnn-- 

liaad Start cliildton the pattern probably indicated the Eailiiro 
of many projects to luaintain or track tihis particular group Qi: 
childrnn throuyii all aspcctB ot scrooning^ diannosj.s and trGatmont 

Eiciht of the soloctcd pro j eats reported sorvico Lo mora 
childrGn than planned; and orerall tlunro v;aK qredter cnnurni/nea 
botv/ean tho^e servod durjaig the year and tho rate of intal;G 
Gomplc tion , 

!lov7ever^ in ono instanca, LoominstcDr; only 15 inl:aI-:o foriiis v/ora 
submittod^ yet thGre v;as a report of 335 children having bGGn 
served soiiiGtimc during the year. This projoct roportGd at the 
site visit that all lioad Start childron wore receiving servicefri 
comparable to EPSDT, and that^ according to the grant application, 
they v/ere restricting the target area to ona small rural 
Gonununity, The project v/as advise-d of tlie necessity for 
completing intalce forms on all iioad Start children served by nPSDT 
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Ln ra\jortiw,] \u\vticxiH\l ion tiui::.-] the yc:ar, Hf-VQini oc Led 
project:^ roportucl i\\n\:n r^oivlco to no;i-IIcarl TtJ^ri: cIiiJ.dron tlinn 
picnnDd- liowuvor, in all casoB, comj-irable iniiiburs of: j.ntal.u 
fornB v/aro noL buIjih i LL^nJ . /\iul in one cnsQ — IVorceK tcr-^-n^crrvico 
Lo ir:Hi-i'aricl Htnrl: ch id-d r^.Mi. coii::n. i:; i:L^d of c;.i.i!i[)J.y J.n rornri n^j (:iic 
[lend Start [parent, at hor.Ki 1 n tc^irv iuW£v , tliat n jdjli.ncjri v/orc aluo 
Gligiblo {'or CPSDT. Thic projnct did not coinplGto liita!:^ CorpiG 
or idniitil'y bUjUu^jI^. at non^llcad oLart c/iildran v/hu pa]d:iGipn tud 
at inta]:o^ nor 6in it attempt to inRurn linkagn or tollov;-=ir;} 
for the non-^Huad Start child. dodCord roportcd sorvinn 1,650 non- 
Head Btart children but only submibtad 4 5 intal;o foriAs for thin 
yroiip , 

: li s c Li H ^ i r i 1 o rp l"^ a r t i-_c^i f 

'L-hGro are sevaral poSKiblG axplanations for tho variations noted in 
QStimation and L^ervi.co totals for particia^a tincj children* 
Information extractod froin grant applications, tolephono 
inquiries, and sito reports suggested the itiiportance of the 
followincn 

Idle pro j outs did not reueiv^o clear inr^ true t ionf^ rreiu 
their rei^poctive rocrional officos as to the priorities 
and objectives of the Collaborative eftort, 

rtany projects sav/ thair function as pirovidiny public 
informatioif rather than providing or arranging for 
direct services, 'which required additional manpov/er . 
Patcrson, How Jorsoy is an eKanipla of a project with a 
large planned goal---nGar ly 5 .OOO-^'-which redofined its 
responsibility for service and submitted intake fdrms 
on only 152 children, 
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Tlia [.HU'caption ol: tYic ; rojocc 3tr\!. f prj.or cKpor lancri:] j.n 
propariiuj yrdPl: af)plj ' Loiu:; and proponalu may h-.iVo 
intluoncod th^-i v;ay tlV' awiiJ.rnaliCcl l:or ulannocJ pai tic J Uci- 
tioii* IlowavfM:, Uhc ofitiruitaK clo nol: ^u-^orn to have bcov) 
an iiuporLanL .l:Mulrjr in f:uiidinn .r:ar the collDboraL.i.v.:^ 
nCfort :'Umn: projects [)ro^JQnt:cHl lov/ ni.iLrQ^^cli aai;.inia bt^B 
oC Burvico (J.0*-5C children, Ccr cKainnla) and i^Lill 
raccivci:! J-iind inn rroia Qun, 

^vcjikfuji^^ioii 'i.n, i-Kjiiu- oJ: tiiu cfivaril: api ^l..u^a. L Loiiy if. aiioLlioi" 
Caci:OL, finny [.nroiocliB ropurtcd that hhcy ua.ro rnaj^pn raci 
haGtiJ-V. :?om€ projccl:B dorincid clanriy Imw Plicia:^ 

Uiivia tL?^; v/aro olj Iwii nod- from Gcnnii:^ iiif arniatj.oii ^ wo I. rare 
ratorH, otc.---and carGfully dotailod Lhoi r outraach 
straliGfjiaB ^ bul: many propoyalD qavu no rauj.anDlQ Lor hov; 

i-u^rvico I J in.-Uaj v/M.i du t^rnri in luany ca:.,,,., 

a^^oearcd that fjrojacL^^i either riiBundnrrs tood thair rolen 
or failed to undarstaad v;hat the. plannocl sorvi cci 
on tailad* 

As the tab Ian ra fleets th© service cGtimatos Cor Head 
r^tart childrGii v/as mora raaliiJbic than l;or tho nan- 
Head Start population* Thici pat tarn is locjicnl bncausa 
most projects simply rGported their funding lavel. 
liyjuvor, niany proiectB had difficulty in mailing osrjosii- 
isiants of the numbar of non-Head Start children in nood of 
servico. Many proposals liniitGd planned non--nead Start 
Gurvice to siblings* Others gavo estiniatcBs of tho number 
of children on i^'Glfarc in the coiainunity but did not appear 
to have plans to sorve or roach all theHG childron. 



Projects tliat raaordod conaurvativa ostiniato^ in their 
proposals appGarod to coma closer to mGcting thoir goals as 
mr^aaurod by the rata of cumuiative/plannod par ticipat j.on than 
projects that plannGd o:;tGnsivn participation* But the 
underos tima ters should not necessarily be considered more 
cffectivo in achieving their ^aoro linitod goals* 
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I)\iriruj Lha i; 1 i: r : yaar oJ: tho colJ.oborn t i vc? cff:c)rl:, i:!iu 
iicad S t-iri: du';u.)!. t; trnt-Lori projoctr^ ^orn roIaL.i.vcly 
mia a q !:> s \~ u I i n a a ! i i o i. n c f I h o p r i i :1 n ry q a a 1 i. n vo I v :l n < j 
lir^acl f^harl: nn<\ nou-Huncl SLnrh cliilclran in PlP^Dt. (irt/nbar 
nticccnn v/ar^ accnrdod thu rccrui tjnaiiti ei.: Hart v/il:l] 
IluriH Hl:u)]M. ah:ilrli;on and Lhuir sil.)lincjH bc^caUHO Llio^JO 
ch i. J cIk'cjii v^ero ckib iiy acaoBsiblg to tlic llaad Sbrir 1: 
:it-aCr* CurnnLci; difficulty v/as a:qjQr;i-c:inccf;i in rcacl'i- 
ing non-dlcad nbarU non--sibliny cliildrcn nnr;;^ jd*:i y 
bijcauHo of iJaiiitod staff rcBourcoa ao v/c^LI as the 
lac!: ot clairitv about the dogirgn to vdiicli Head Start 
i;t:aff □hnuld bo racruiting thor;3a childL*:in in the first 
inij tan CO . 

Tiio rate of tniaiovor ainony tho childroii SGirved in 
comj^arablc v/ith otlicr coioinunity pirograin/D sarvinc] prn^ 
ncdiool children. Allov/ing for tho probability that the 
acjo of the child and family circums tancQS may Iinvo limited 
par ticipat ion over tiniG, it can still bf> concJiirtMl 
fdiat staff rosnurccs v;crc not fully utili^^od in maintain- 
ing children in tlie progranu 

rrojoctr^ wcnro lass ^nicceGsful in carrying out tlicir 
responnibilit las to complQto intaicG forms on participn-- 
ting chiJaircMi, This lack of infornati.on on indiuiaUial 
claiidron may limit the scope of tho evalnation Btudy 
by rQducirig" the number of children Uor v/hom an aasesB- 
iiicnt can be made regarding the impact of BPSDT on thoir 
health care status. 



Po 1 icy CQix^ic-u? ra^ io a ^t P J? a r t i c i p t i o n 



a, SystGinatic planninrj r^hould bo initiatod on the first 
F;tep in the devo lopinon t of a cuniinuJiity health sorvico 
program v/hich ij-ivoIveG major outreach activitic^s. The 
sorvico staff need to know hov; many cliildren can 
rcalis tically be sorvod^ where they arc located^ and 
the kind of: sunportivG sQrvicoa noodud 520 that they 
can properly deploy their staff rooources. 

IE the Head Start program is to expancl its rosponEiibility 
to include thG non^IIaad Start child^ then there must bo 
a dofirrition of services to be provided to this 
particular populatj.on, EKpoctation that GKinting staff 
can OKtend their responsibility to include an oKpanding 



iiiiinhtM; n\: ch IJ.qlrQii i.*] jf:;njU:oriircK.lucl:ivc aiid can 

Lu ...I cl jjninubi.on ol: ^-^oy^coH to all Lho cliiiuiron, l{Q..id 

lioaci Htai:l: prayrnms^ an ci liiabtoi: of: policy Biiould ho 
rnandatad ':C) iiiCJltii:;?^ tho iuiblinys of HcHicl. Start: ahilclron 
In t:ho Dn<;;Qlng assc(^smont ol: tho hnalkli Bgrvica nocui:^. 
ThiB popu la Lion is randi,lv accansiblo to the lloacl SLart 
staff and Bhould bo conoidarad an jntogral part of: tho 
prorfrnin par t icipfmts * Biblingf:^^ for purpoBOS of tho 
1 iuat.l :^ til L proy cnru^ , [ihou Id not only iiiulude tliosc^ 
childrcjii who have blood relationships to tho iioad Start 
child bid: alnc; b'huso vdio live within Lho hQUi;juliD].d 
and aro part of fchQ faraily structure. 

For future provi fd.on of ^aorvicos / Iiitakc PorniG f^hould bo 
dn vcd nnc^f^. th nre on :^ i ly admini to rod to incrra F>f^ tlio 
liJtQiihood that thn lieau Start staff v/ill obtai.n the 
kind of health care l"Li.stQry nocf^ssary iji order to 
inouro groatcr utilisation of EPSDT services* 
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1 Ann lyi- i n o f V i rvi i inn; 

Lai?n LiiuM halt' (i^j'-) ol Mif.' i-oLal nunii)iM^ (Jl: uji 1 i f^cii nnrvvnl 

vu:Vi' rciiorhc^rl Mtulicni.Li r ' 1 i cf J.l) Ic? . (Sf.io I'tiblcM; Tt <uv.l [I'-A in 
AtM'-n'li V A. ) 

For bhu r^aLaotod pro i act n t:ho rate 33 nnO. all other 

pra jQCtr rcportod 37"* This overall Irvn I of oliylbillty v/n:; 
incrcr^ncd cluri^nq Llio program yoar^ to 49o cligiblo at the 
end of tiu:^ vDar. 

CopiDaririon aJ: aliall:M.licy at time oC intnko rovoala that, 
nationv/idcr 37?. of the Hoad Gtart cliildrDn and 35':; of tho non- 
licad Start ctiildfxni v/urc af^dicaJd clinJbJai. t;:i. tli ronard to 
lUhdicaid allgibj.lity atus at tho end of the vcar, 37-:^ of; tho 
lload Start childrcui nnd f]4" of tlie non-^IIoad 8tai:t childrnn 
v/ore roportod to be ''OflLcaid Gliniblo nat ionv/i.do • 

There v/a^ vai^iation also at t]\o rogional h^vol rGlativo to 
tho porcantQigo of ficad Start children olLgiblc* for MDnlcaitl 
comparod to participation at any timo during tha year, 'iiiin 
regional variability in both participation at any tiinn during 
the yGor and at intake could have raflucted aevaral factorH^i 
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whi.cli ^.MM'*;ihl. i < H i ■ i i h i. 1 i L y LiKJainn Iovc'Im fc^r 

pt.i r tic it^ri 1. i on i.ri lloncl Wtnrl; aiifl l:h(^ ^^iwi(:n Mfulinaicl 
<.'l:i.c.j i b 1 1. j Ly :i taiularclH 

if i f F^ i^. 'nc!!i-'r:* imi ^rlnf hT 1 Hcjn '0 1:* Hu:* - ?:ahf-q'^)'r" i cm J l y 

niocjicnllv nootly; iho. vn r'iii I: i.nn in nhato Mc^dinuiicl 
pjcinni^' ruov bo I: lijctuul hort' 

(.1 L r fc* r':wicon niuoiv? proqr^iiiin in rc'cr u i L hvi [)nl ici^vi 

..Ml iNj 1 Ml h1 i (M i d rH, i.^} i bl n ch i. iciran ; :;f ^iti^^ ^icnf m> t r-r i 
..my ch) Id v/U:hi the poverty c|uldulirv^M or LIk.^ iO',- 



ici i. i: j/>n Into Ihci r proqrnmH, othorr' <! icJ not 



A aampa]M :K)n oP MrMlinaicl oliqibility tlurinq aiKl a I: tlin cmkI of 
bile yL»ar Bhov/ad a clocroano i.ii tlic numbor of Modicnid cljapibln 
childroju Thiu r-jClfjcL^d, in part, t\\o tina-iQvnr vaLo vnthin tho 
pro joe and tlic probability !diah riT^di.caid oliLjibiXity was 
a hicrhly unstable: ntni:u^3* In l:act^ many prn j a cLri ropoirtcd 
tliat the riudicaid aliyibility Btatur^ of thGir children shirtcd 
aavcral timo3 durinq the courBQ o£ tho year, This charujc ;i n 
uliqibility stritiUs crQatad barric:r3 for the ollcchivQ dolivury 
o£ GcrvicoG. Tor ins banco, a child wan; doiicrhiinad olidihlc for 
EPSDT and roferrod for scroaniny; by tho tiriG trcatmont was 
neodGd, tho child waB inGligiblo Tor Borvlco* It c^hould bo 
clears hov/Gvor^ that not all of the children boliovod to be? 
Gli.qiblo at intake v;ero BubnoqucMi tly ccrtiCind for ricdicaid, 
thua, their status as viewed by the projaQt changed over tlia 
year from cliyiblo but not cortificd to non--cl±gibla , 



* In addition to the variations state to states, in soitiq states 
eligibility claterminations are made on tliG county lovol, and 
the "income levGls may differ botv/een countlGs within one state 



A ucnii] u'lr i uou nf ('lUtM.- 1 : ] i. q i b i, 1 i i .y L^ji.:* (:■;(; <i i:uf; uiikrif5\/(i or 

I no'l. Lfj.i b h'), ti I. JuUiki tjj \'A'\a n \' llv y^'^^MV for HrKul Mtrirt 

nhov/tjd. a clian^;'! ii) {'i'u' i.c pot;!: of: "ot:!i(Mr" fjl j cj j.l ij. 1. L i y i-M.nl::i,uu 
T\v.^ nn\-UM\nl holvi]:; n 1: j.n l:/ihi^ ]■(. : L Itk-I - - I ,.. Iimi'i luinljor in Lho 
" unl^:ii!:)^7^" caM"|''5rV (i'^ ) u 1.' al.I "nt:hui:'' nivl a lov/ur rin^;iiM!j; ( I. 'V;:. ) 

(M-ul of Llio yea 1"; V/ j Ll I a r^rnatar r^iui:i}jar in tl\o iKm-ol iaibLe cnto- 

• lory (77' ) uiian unkncv/:i ( 1. i' ) . ;ki ■.ion-al.J y , iiud in ^.'Vt:;^:y r^^yi-U!!^ 

• s*::; I: Hi'M^jn 1 vy ilif v/^i:.^ n Hec '^^i in ih*^ [iriniiKa^ o t; 
clii]=drori in Uiq inikiif^wn a ItaiJjil i ty nic/ibus and a currc^:^poiidinq 
iaicrorj^(.j .in Lhu rnu.iijoi; of :iQn-=^iliql)jlu;:N 

Thl^ [>:ittoria rinrMf: likely rofioctacl thah at inba};c a chilcrs 
Qligibility wfiu uncluar; but, as tlio year yvo^juotir^od, alirjibiliby 
daLcjCrjinations wore inarlc^, gq that the r::yic 1: stcitue of: tho child 
v;as knovni* 'rho " imkiio^^vn" cabcyory at d.ntal^c may hava also 
raClgctQfl a pj^jjact^s [^jr occduroi^ in dcbe rfai ning cliaibility 
at inbako* Soino ti re:) j cc accc]:jl:Qcl thri rsbatciucnl: oC bhe parent 
rcqarclinq hin fi.nancial s habus aiid Dbhor:^^ Gomnarocl incomQ 
information bo ntabc cfuic^ oiincr] and laaclo a nnrn tliorcnigh 
assassnion t . 

The diilQtonco bf,:t^'/nen planned and actticil na rtic inabion v/as thnn 
a-raninoci ralabivo to lload Pfcart and non-IIc^arl start cliildrGn* 
The data indicated that, in gcnGral, tho projacts wGre much more 
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successful in roaching their '-''vice goals foi: lie Aj^ ^ tar^t 
chLi_I4r€n than for non-llcad Stairt childmru 

It sliDoild be noted that thoac recjions v;lth liicjlnGc^- c onccn.tr a t ioiis 
of urban pogulations--nGcjions X/ 11^ siicl V--fu^d p la^inc^d to 
servo jiiore non-IlGacl Start than llGad Start cliildren, a'hj.s 
estiniate niiqht be DKpLainad by a greater- numhe^ lo^.^=i.nc omo 
Head StaETl: ciligiblo Fnniili.oB in hhn^o aroaa, f:ind Mio t^Mndr nr^7 of 
proj €c^:s ia u^ban airoas to utlliao ov^lLablcj Qainrmin it^^ ir ov.m)u r^r^R 
and to p^ovid© Unkaqe of t:haii^ f^imili^c^B t<i tluji^c? Borvi(:-os, in 
regloiis wliQie llGad Start piojGets woirc bhe principal grc^vidcrB 
of scr^ices^and Cev/ outside ^'Q&ources wares a%/qilabL<)i tlxG sorvico 
estlinatQs tcndGcl to ho v^^'yrQ riioclQS t* 

TKe lDreaHdo\vn tliu intake forin sibl iii<| ^bt^tUB affardod the 
oppojti^inity to analy^o intake ptur tlcipat ion based ui)Ori C ciniil iai 
re lationshiET to Itoacl Start onro^llcd cKiLdr^n- Of tSie 38^4 17 
childran (Ilcacl Start niKl aon"-HDad Start) v/lio hod CoPPlotnd 
in tal^G only X5':i, or 6/002 chiLdircn, v^erc iion^EJoa^d Start, and S07^ 
d£ tiiQ^G wore siblings. l^or tl\a fioLoatad jiirojout a , 11^ of 5/102 
childrori saari at intato v/cj^n iidI" onr^nJlDd In ti ;() lle^cl Hlrari: 
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Nationalli^ cind in the seloctGc! ' n:-o jects over 501 of tlie non- 

Head Sta-rt Jteulcaid eliyible chiLdren at .intal^G were siblings 

of Head Start ght Idren* In both casns, thc3 vast majority nf tho non- 

Head Start children actaal card carriGrs (Medicaid 

CGrtificd) ratliQr than potentially eligible. 



2 . CQnclusiQn s oji iieclicaid Eligibi lity 



Less thOTi oiiG half of the children participating 
nationally in the collaborative effort over the year 
were oligible for MedicaicL It would appGar that the 
Mead Start program had little appreciabla impact in 
changing the Medicaid eligibility status of partic- 
ipating childrc3nj Head Start and riori""Head Start alike, 
Thero is v;ide rogional variatioii i n this area^ which 
probably rQClciOts the initiative) of individual projectB 
in dohormininq the status dC thcr r .participat ing childrcm. 

b, Tlio rates of cumulative pcirticipat ion and nedicaid 
aligibility toncl to be higher^ probably rGflocting 
the relative ease of use of the reporting instruiiian ts 
tor this dats, 

c, The dieferDncos in oligibility standards for riodicaid 
and Head Start sorvicos may have affocted the nuinbor 
of nhildren v.?ho wq^o found to ba llcdicaid oligible by 
the projiiGta* Those states ivith relatively lov; 
iladicaid standards may have boon unabla to accopt 
lov^lncoii.a children recruited by the Head Start projects 
Cor tho col l^iborativc effort- 

d, The data suggests by tho de ere a so in the nxmibcr of 
fledicaid nl igiblQ children at the and of tha year that, 
allowing tor turriover rates ^ many children oxpe-rlencc 
eh^ngo ij\ their nndinaid RtatUR nvnr the year. Fluc- 
tuations in the Medioald eliqibility statuis of in-^ 
dividual ch lldrpn may have n detr Lnion 1 impnci: upcni 
tho aontlnuity of hcaJth caire providDd, 
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0 , 'Hh^ ranrkod chaiigG in tho Othsr Eligibil ity Statuo 
for Head Start childir^ ii from iiitake to the cand of 
the VGar suggests a iviajor effort the projocts 
to detejrniina the HGciicaicl eligibility status of 
their participating children * 



olicy Considora tloiis on ricdicaid Eli gibility 



a. llead Start hGalth care pGrsonnGl should hava a thorough 
knowledgo of the Medicaid eligibility standards in 
their state. lliis might aid in improving eligj.bility 
dotorminatioii at intake and GKpeditG the uelivGry of 
LPSDT SOr\ricDS. 

b, riodicaid/CPSDT eligibdlity deternination could bo 
nade early la the prograri yoar so that Medicaid can 
pay for health services rendorGd, if appropriate, and 
the Hoad Start progran can provide for follov^-upp 

Corollary to this, CCD could issue standardized pro- 
coduros for assessing PGdicaid eligibility by Head 
Start programs, to increasG the accuracy and appropriate-^ 
ness of roferrals for fisdicaid certification. 

d. There could be periodic redQtcrniinationB , poc^sibly 
ex'^cry sIk months, of lieJlcaid eligibility status by 
the Head Start prograrns^ to raaintain current, up-^to-- 
date Lnforinatiori on the family* s circumstances and 
rainirai^e the probability that services v/ill bo cut 
off or delayed . 

Head Start nrograms might establish v;orking relation"^ 
ships v/lth local EPSDT agencies to spcQd the dQtor- 
niination and certification process of a referral 
child. 

f. On a national level, there could be an in--depth 

rcviow of the eligibility levels probloni that OKists 
in ruany states v/hich carcatos barriers; to EPSDT 
oerviccii for lo\-7-inuonio childronp particularly Hoad 
Start onrolloos. 
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C. MEDIC/\ID CERTIFICATION STATUS OF PART ICIPJ\NTS 



1 ' Analv^n is q£ Fi ndings 

Madicaid status %^as than analyzed through an eKamlnation of the 
certification pattGrns of those children categorizeci as Medicaid 
Gligible. (See Tables III and III-^A in, Appendix A,) Certifica-' 
tion referred to the status of each child deeitied to be eligible 
as a MGdicaid rGclpient by the state agency designated to authorize 
certification. Certification differed from eligibility in that it 
referred only to those children actually enrolled in Medicaid but 
not those who were potontially eligible though not yet certified* 
Only 88 5 of tho children believed to be Medicaid eligiblG wore 
actually certified at any time during the program year. Of the 
total number of Medicaid eligible children in the selQctcd 
projects^ 90ts v^ere certified at some point during the year^ ^^hile 
88% of the eligible children in the other projects worm certified. 

There was also variation at the regional level with respect to 
the relation of certification to eligibility in the Head Start 
and non-tlead Start populations. This variation may have reflected 
either differences among projects in their eligibility Gcrccnincf 
and certif iaation procedure; or their knowlodgo of the state 
Medicaid eligibility requireniants , Some projects may have reported 
as Medicaid oliyiblo only thuso childron certifiQd at the time of 
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intake; whereas others might have reported all uncertified 
children belioved to be aligible but later found to be ineligi-- 
ble , Additionally r the idiosyncracies of certification pro- 
cadures most likely hampered and complicated certification and 
may have discouraged potentially eligible children froin applying for 
Medicaid , 

An analysis of Certificat ion and To tal Participati on data showed 
that 49% of all children participating in the collaboration 
were Medicaid certified. At the regional level, the percentage 
of cumulative certification to total participation ranged from 
24% (Region VI) to 771 (Region K) * 

Modicaid Certifica tion Status Prior to Participatioji 

A coniparison of Medicaid certif igation status prior to intake in-- 
to the program and Medicaid eligibility^ at intake revealed that 
921 of children deemed eligible at intake had been certified prior 
to the program (91^^ in the selected projects and 92% in all other 
projects) . This rclntively hi^jh Incidence of prior certification 
was found in all regions. With regard to Head Start chilclron^ 
97% of all those eligible at intake had been certified prior to 
ontering the progranu This pattern also held across all regions* 
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Medica id Certitlcatlon S t^iLus ab the End of hha YGar 

Of all chilclrGn rcinalning in the program or in contact with tlie 
program at the end of the year^^ 44% ware Medicaid CGrtificd. 
ThB2re was a high degree of \rariation across regions ranging 
from a CGrtif ication rate of 19% in Region VI to 72% in Region X. 
For the Head Start popuLation ^ thg range was from 16% to 52% , 
This variation might hav^e reflectGd diffGrential regional ser^ 
vice patterns regarding the proportion of Medicaid eligible 
children served by the Head Start projects. 

Of the non^Head Start children certified prior to the program^ 
over 50% (2,658 out of 4^541} were siblings of Head Start en- 
rollees. For the selectod prajects^ the proportion of non^IIeacI 
Start children who ^^ere siblings of Head Start enrolleos increased 
to 71%, Notable differences eKisted in Regions III and IMPD 
projects v/here the greater proportion of non-Head Start children 
consisted of non^siblings • 

2 , Conc lusions o n M o d i c a Id C e r t i £ i c a t i o n 

a. Head Start projects werG reasonably successful 
in reaching and screening children for Medicaid 
oligibility, par tiicular ly in the case of non-- 
Head Start child rcni 
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b. It should be noted that the projects* outreach 
techniques to non-Head Start children ^ in many 
cases^ emphasized the recruitment of siblings 
of Head Start enrollees already certified^ 
rather than siblings in Head Start families 
believed to be eligible but not yat certi- 
fied. 

c* It is also possible that some projects waited 
until certification was secured before selec-- 
tion. Those regions which reported lower non-- 
Head Start certification rates may have been 
more effective i.n outreach . 

d. Based upon ohservations made on the on-site 
visits the parent involvement component was 
generally useful in providing for outreachi 
screening, and establishing Medicaid 'eligi-- 
bility/ particularly with the siblings of 
Head Start enrollees* 



3* Policy Considerations on Medicaid Certification 



Head Start projects could be provided assis- 
tance in placing greater emphasis on develop-- 
ing outreach techniques that can bring more 
potentially eligible taut not necessarily 
already certified children into EPSDT* In 
order to fully implement such a strategy, 
however^ available staff resources must be 
considered , 

Because of the demonstrated success in reach-- 
ing siblings^ the Parent Involvement Component 
in the Head Start program could be given even 
greater stress in its role to ensure that 
GOTnmunity resoux^cQS are made ava^ilable to all 
nicmbers of Head Start ramiles. 
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D. PREVIOUS HEALTH CARE ^ SCREENING OF HEAD START PARTICIPANTS 
1 . Analy sis of F indings 

Data was obtained to describ© tho prGvious health cara, both 
screening and trGatment, that had been received by participating 
Head Start and non-Head Start children, prior to their entry 
into the collaborative effort. This information served as the 
basis for measuring the impact of the collaborative effort as 
shown by the extent that health care was received during the 
program year. 

The health screening status of Head Start children prior to their 
entry into the EPSDT Collaborative Erfort (Table IV and IV-A in 
Appendix A*) v;as collected froin the intake torms completed by 
the projects^ which requested information on screening obtained 
within the year prior to entry* The data reported were directly 
related to the pareniial ability to recall the child's health care 
history, 

On the national level, 22% of the Head Star t children„iiad^.Mgn 
enrolled prevlouslv in flead Start, The largest number of chil- 
dren carried over from tho previous year occurred in the IMPD 
projects where Qvgr^_£nG^al^£_IM^ 

been praviQusly onrolled. Carryover of children was less pro-- 
valent in Region IX, where less than 10^ of the children had 
been enrolled in Head Start previon^ly. 
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The status of prioir GnrollmGnt in Head Start was important in 
reviewing scrGening servicGs receivGd prior to the collaborative 
effort as the Head Start program is responsiblG under thm CCD 
Performance Standards for providing health scroening to all 
its enrollGGS. In genQ ral, the ro lQ of Head Start as an effec- 
tive supplier oi health screening s orvices was shown by the 
higher l eve l of suc l^^cr eening eimong previously ganrollQd Head 
Start children . 

On a national basis, 92_^i> of the children participating at inteike 
^wHo had been previously enrolled in Head Start had also received 
screening^ as compared to 63% of children not previously enrolled 
who had been _s^rjsejied . Although the trend is less strong ajTiong 
the selected projects^ at 79-i to 45%, prior enrollment in Head 
Start appeared to be most closely related to prior receipt of 
screening services . 

The principal deviation from this trend appeared in the JMPp 
projects^ where only 56% of th e children formerly in Head Star t 
had been sc reened conipa rGd to 52% of not preylou^l^_JjirQ^^ej:l 
chi Idren who had been scrGened * 
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Medicaid Cor tiEicatiQn/rriQr Scraening ServicQs 

At the time of intake, 411 of the Head Start children partici-- 
pating in the EPSDT Col laborativo Effort wcra MGcUcaid certi- 
fied, 3?. were alassified as not certified and 56% as ''other" 
(not eligiblG or Medicaid eligibility unknown) , Although it 
was expected that Medicaid certified children would be better 
able to obtain health services and. be screened more frequently 
than the iincGrtif icd children, a child's status regarding 
Medicaid ^rt if Ication did not in fact, have a Btrong influence 
on receipt of screening services overall. 

On a national level, the proportion of IlQad Start children who 
had received screening %vas nearly identical in both instances: 
71% of the Medicaid certified and 70% of the not Medicaid 
certified. Such finding is to be expected because the Performance 
Standards require screening of all Head Start enrollees. 

In the selected projOQtr^, the provalence of prior screening among 
the previously enrolled population was generally high-^-^in five 
projects^ 100^ of the prpvioualy. enrollod Hoad Start childran 
had been screened prior to intake, nowover^ thore were also 
marked deviations from this pattern* In Lubbock, only 20 ^ of 
the previously enrol lod had been screened prior to intake; and 
in East St. Louio, only 
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The Medicaid cer ti f icatioii sta tus of Head Start children screened 
varied among the selected projects. Of the projacts re- 
porting children who had rpcoived prior screening services/ 
12 stated that over 70% o^; th^ entire MGdicaid certified group 
had been screened before ^riJ^Qlling in the 1974-1975 liead Strat 
program year. On the other hand, one project reported no Head 
Start children who had bean screened were Medicaid certified. 
There was some difference between the prevalence of screeriing 
received by Head Start children classified as "Other'' within the 
selected projects (401) and on the national level, where it 
averaged 67% . 



2 , Conclusions on PreviQUt,i[aalth^ Care : Screen 1^ 
Start Participants 



a. Relatively few Hoad Start children were carried 
over from the previous prograin year as reflected 
in the national avarage of 22%. It appeared that 
most children enrolled in Head Start only have 
one year's experianoo except for such specialised 
Head Start program© a$ IMPD, 

b. For those children enrolled, the Head Start prO'- 
gram had been highly succeasfal in obtaining 
screening servicos which suggests significant 
compliance with OCD Performance Standards, al-- 
though the exact nature and extent of screonincj 
services obtained €ire unknown. 

c. Less than 50% of the Head Start children partici-- 
pating were Medicaid cortified, which suggests 
that Head Start programs rGlied to a groat extent 
upon their own picoq)Cim resourcGs to provide 
acrccning sorvicos 
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The ^ide variation in Medicaid certification 
among the selected projects iiiost likely re-- 
fleets local conditions^ such as the avail-- 
ability of comiTiunity health resources, flexi- 
bility in the provision of Medicaid services 
v/ithiri the state ^ and the initiative on the 
part of the individual project to utilize 
coiTjnunity resources . 



Policy Consldora tio ns on Pr QVious Flea 1th C aro: 
S^YcnJn lncPoy Hoa st art Par bicipai'its 



a. Since most childrGn enrolled in the Head Start 
prograin benefit from these services for only 
one y^ar# every effort should be made to ensure 
that all enrolled children receive screening 
SQr¥iaes early in the program year so that 
adecjuat® follow--up can be made. High priority 
might bo assigned by CCD for monitoring in- 
divldiaal programs for compliance with the Par-- 
formance standards in this regard. 

b. Head Start programs could be provided assis» 
tanoa to ensure greater utilization of com^ 
munity health resources for the provision of 
scraeaing services to augment their own pro- 
gram resources. This objective of the EPSDT 
Collaborative Effort as a specific program 
strategy appears to have much merit. 
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PREVIOUS HEALTH CARE: TRK/u'MENT RECEIVED BY HEAD START 
PARTICIPANTS 

A profile of treatmQnt received by Head Start children during 
the year prior to enrollinent was provided for all deinons trat ion 
projects in Table V (see Appendix A) . Treatment included 
medical, dGntal, mental health and nutritional servicas. The 
treatment categories ware stratified by the Medicaid certifi-- 
cation status of the childrcrM i.e., children who are Medicaid 
certified, children not certified but eligible, and "other'' 
(children whose Medicaid eligibility was unknown or who wGre in 
fact, ineligible) , Information was not obtained regarding pre- 
vious health caro in relation to diagnosis. It w^as assumed 
that, in those iastances v^hero treatment had actually been rc^ 
ceived, diagnosis would have, of necessity, been made. 

1 ' Analysis of Findings - National Sample 

Medical Services 



In the total national Head Start sample 5,500 (10\ of the par - 
tl q ip atin g populatio n) receiv ed .jii edical tr eatment the vear prior 
to enrollment. In the regions, the proportion of children who 
had received prior medical care ranged from 8% to 28%. Prior 
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receipt of medical traatmQnt was nearly evrenly divided batwaeri 
those children who imre Medicaid ccxtified or GligibLe but not 
certifiod (2,641) and those classified as "other*' (2, 759) • The 
child's status in this rogard did not appear to have played 
any rol© in the receipt of iTiadicaL care , 

There was^. howevGr, regioiial v^ariatioa in the receipt of medical 
treatment by the child's certi £ ication sta tus, In Region IV^ 
only 31% of the children who had received medical treatment 
were Medicaid certified or eligible^ \v^hereas i:i Regions I,. Il^ 
and VII approximatGly 7 0% of the children who had received 
medical treatment were Medicaid certified or riot cortified but 
eligiblo* One factor th^it may have been oporatlng is that 
State Medicaid Plans differed in the availability of treatment 
Services* These diffarGnces would then govern the receipt of 
services by the Medicaid cGrtified, 

Perital Sar viCGS 

Approximate ly ono out of three IlQad Start ch ildren had received 
dental Qcreeninq/treatinGnt prior to t he coli abora tive q f f ort * 
Region Villus Iload Start populatioii had the greatest proportion 
of children who had prior dental services (5S?0- ^t the lower 
range of tha scale, only 2 3^i of the childreri iii Regions I and V 
had receivrad treatment* 
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The numljor qIj chiulran who liad rucoivad dontal r^croQiiinq/Uro.i 
mant and who wurci claBaifiad an ''obhcjr," i,o., inallgibJa for 
Medicaid or of unknown rJbatuB (G,204 ) nKcnodod t:ha numbur oC 
Modicaid vm:lif\^'<\ iind rll'iiblri hub nni; ooidi.riffl {'^fO^O) r^'- 
Goivinc[ isuah Criru, The major dc^vinfinn rrom fhin pattern oocurod 
in Region IV whore only 703 of the MedToaid cQrhifiGd or oliyibla 
children racoivad dental sorvices but 1,589 (1/2 ratio) in the 
^'othor" category rccaivad such care* 

Mon bal Ilca l th Ha rvicoa 

Mental health services wore received by n far lower proportion 
of children than recaived medical and dental care* Only 6% of 
the children par t icipatitig in the Head Start/EPSDT effort re- 
ceived such sorvices in the preceding year. The lowest incidence 
of mental health Dcrvicos prior to enrollmGnt in the collabora-= 
tive effort occurred in Regions I where 2% of the 1 , 882 ilead 
Start population participating received S(:'rviooB, conipared to the 
highest rate of 227, Borvices rocoivod in the IMPD projects, ■ - 

Again; Medicaid certification did not appear t:o play 'a major role 
in receipt of mental health sorvices. Nationally^ 1,090 
children who were Medicaid certified or eligible for such 
status received services and 1,149 children who wore eligible 
or of unknown status also received care* 




123 



V 2^3 



NuLrilionui aovviuo:^ wuira raccivod by only 3Z of the iload 
SLarl: jjofnila. t: ion , tUid w<:ih Ulioro l;t)ro thn IcKist: Croquunlily oh-- 
1:^1 inod t:y[Hj cjf pruv j ouLi lioalUli uura, A iinUablrj tlov i.a Uion 
Qccuirrad in l:lia IMLM) prcnccLri v/hcru 24 u of: thu chiLdrcn had 
rucoivod nul:ril;ional cairo baCorc anrQllmonl: in the cjollabora-- 
Livu urfQirl, Thin dii:[crcruo apparontiy rG^:iQCt:cd tho avail^ 
abili(:y of rasourccs for nutritional caira in thcoc GOnimuniticn . 
In addition^ it may liavo rGflactod a more nutritionally dofici-- 
ont anvironniant for ciiiidrcn Gntcring IlGad Start in those aroas* 

2. Analy:;in_ of Findinc-fG - Sol cctud Projects 

Pruvio.us mudioai., dental, muntal health, and nutritional scrviccG 
rocoivod by iload Start children for thG yoar prior to entry 
into the cjollaboira tivo ofCort for 18 solectod projcctB was alaio 
idGntifiod. (Sae TaI)lo V-A of the Xntarim Report) within oaoh 
area of aorvico the children are di f f erentia ted by their Medicaid 
cor tif ica tion s ta tus , 

In the i^^uluuted prujuutij, an averaye of 10 u of the children 
cnterincj the program had received medical treatment withiii tlie 
previous year and was consistent with the national averac|c, A 
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widG ranycj viaB evidont in the riit.H.liaa i iroa tmant/participatiion 
ratio; for irishancQ^ iitble or no children had been troatad in 
Toms Rivor^ Eont 8t, Louis ^ Lubbock^ HlackfaGt: and Fort Pock, 
but 4 6 out of 132 children had raceived such care in Medford^ 
Oregon* IJocousa the profilas of tho projects with low inci- 
dciiUQ of modical sarvicos rccGivod diffor grQatly^ it was diffi- 
cult- to surmiBQ reasons for this varying bGhavior. 

Modicaid C or t i f iod and el icjibla but not c ortifiGd children in 
the selected pro joe ts received medical treatment to a greater 
extent than those in the "other'' category i 338 to 159, 

In the selected projects^ approximately one quarter of the chil- 
dren received dcntcil screening/traatment services.^ The range 
in the receipt of those services was broad: from 2 out of 231 
children in Lubbock to a high of 118 out of 119 in Springfield* 

The receipt of mental health servicerj by children in the selected 
projects occurred at a rate of 50%. The rate varied from no 
children in Leominster, East St, Louis and Eugene to all children 
enrolled in the Springfield Head Start project. Although the 
IMPD projects had a high proportion of children who had received 
mental heaj=th services (24%) , the average rate of receipt in the 
selected IMPD projects was less than 1% which may reflect the 
lack of resources in these ar'eas. 
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Previous rGcoipt of nutribioncil sorvices amoiKj childron in tha 
selGcted projccti^i was at tho rate of 1% ^ even less frGquont 
than on the na ti.onal lovol* Nine BQLactc2d projects roported 
that nono of their Head Start children had received nutritional 
sarvices prior to Gntering the program. The IMPD regional data 
showed a siynif ican tly higher receipt of nutritional services 
than in the IMPD selected projocts. The lack of provision for 
nutritional services in the Montana State Plan may have been 
an important contributory factor to the less froqunnt receipt 
of r3uch services^ since two of the three IMI^D projects are in 
that state. 



3, Conclusions on Previous Health Care: Treatment 



a* Greater proportions of ncad Start children 
raceived dental screening/treatment than 
any other service* The higher incidences 
of dental screaning/trea tment service re- 
ceived may reflect the impact of the OCD 
Perform a nee S t a n d a r d s 

b. Only 10% of the Head Start children had 
received medical treca tment prior to entry 
into the collaborative effort. Medicaid 
certification or eligibility appears not 
to be a factor related to v;hether such ser^ 
vices had been received* To the extent that 
regional variations Gxisted, this -probably 
reflected differences in the availability 
of medical services under the State Medicaid 
Plan, The receipt of nutritional and mental 
health services prior to entry was far 
less common among all reporting projects • 
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Tho di^jTorannnB In tha incidence of various 
hoalth sorvicGs rocQivod may reflect the 
availability of these sGrvices in the par-' 
ticular area, cDither through Medicaid or 
privata hearth resourcGS; priorities set 
by the projects bhomSGlvos regarding the 
rolative importancG of those services and/ 
or actual ncGds. 



4, Policy ConsidGrations on Prev/ious IlGalth Care: TrGatiiient 



a. Hoad Start programs inight be provided assistance 
in gaining greater awaronGSS of overall develop- 
mental health needs of pre-^school children with 
particular stress upon mental health and nutr lo- 
tion . 

b, OCD could press for national standards for the 
provision of health services to low-income pre-- 
school childrGi:^ thereby avoiding the dearth of 
service provisions triggered by limitabions in 
individual state plans for Medicaid/EPSDT . 
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F, PREVIOUS HEALTH CMIK STATUt; OF NON-HEAD START CIIlLDRi^iN 
1 , Analygi H of: Fin dings - National Sample 

Of tliG 6/002 non-Hoad G^nrt children who complotGd intaka, 73?^ 
of this group wcrG Modicald cortified^ and 2 out of 3 of these 
werti siblings of Head Start enx^ollaes* 

Screeninc| SarvlceB 

Out of the total non'-Head Start children participating, 59 "a had 
been screoned prior to coming into contact with the EPSDT Collabora 
tivG Effort* There was variation in the proportion of scroenod 
to participating children across regions. The percentage of 
children v/ho had received screGning ranged from a low of 38^o of 
.non-Head Start children in Region VII to a high of 92% of such 
children in RGgion IX, 

On a national basis, a majority of non^Hcad Start children, 75% 
who had becBn screened wesre certified or not cert ified bub eligible 
for Medicaid, compared to 71% of the Head Start population. This 
pattern was consistent with the data for Head Start children It 
should be noted that siblings of Head Start children accounted 
for over 50% of the Medicaid certified population that had been 
screened . 

o 128 
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The cat-t iJ i.caUioi) iironio for Lho non-Ilead Start chi ld who hnd bei=;n 

SGircenad variocl by iracjion from 'iCj?, to D9v. of Lho non-lluad Start 

population. In Regions I, III and the IMPD projects, more; non- 

siblincjB than siblinriB had bctMi Bcrocned who were Medicaid c-:- r t i f iod . 



M^'d i cnl Trf-^a tmcn h 



HAtionaliy, nno in f i v^. non-Ilend start childrnn had roceivod medical 
treatmeat within the year prior to the invol-'ernent with the collabora- 
ti'/a effort. B0% of those receiving this treatmont were Medicaid 
certifiod and, with !:OR[ject to sibling statUH, about half 
were siblings of Head Start children. This pattern of high incidence 
of Medicaid certified non-Head Start children receiving treatment 
prior' to the collaborative effort held true across all regions. 
Five .egioas reported that they had more non-siblings than siblings 
wtio had rcceivod such services however. 
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D ( :> n tal Service s 

Among the non-noad Start children, one out of five also received 
dental screening/treatment as compared to one out of three nead 
Start children. The highest incidence of receipt of dental ser- 
vice'; occurred in Region VIII where All of the children had received 
dental scirvices prior to the collaborative effort. This region had 
the highest proportion of Head Start children receiving dental 
servicer also. The lowest incidence of such services received 
was reported, in Regions iV and VII at lit.. However, most of the 
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t:(.;yion;.j aiJin i.);-: i ma tufJ L\\v ruiliuniil. ,.r'.'C i:u'ji..! . 

BSl of the rion-Ilnad ;:;i:;ij:t; chilclrGn who had rccoivod dental BorvicGS 
were Medicaid cortiticd, nnd over 50% ol: these (621 out ol' 1,101) 
\mre sibiirKjB ot Mead Start children. Of the not Medicaid certi- 
fied yroin.., ;;Ji.'jhtly mnre than 50^. wore non-siblinar. . This pattern 
held true acrORB oil irojiona with an increase in Regions V and VII 
where almost all the non-Head Start children receiving dental aer- 
vices v/ere Medicairl certified. In reviewing the sibling dental 
services, Regions, I, lit, V, and the IMPD projects reijorted that 
the greater numrer of non-Head Start children who were Medicaid 
certified were non-siblings. 

MentalHeal th Sarv i ces 

On the national level, 3" of the non-Head Start children had re- 
ceived mental health sGrvices within a year of entering the colabor 
ative effort compared to the national average of 6% for Head Start 
daiidren. The IMPIJ projects deviated more sharply from this 
average with 11% of these children having received mental health 
care prior to involvement with the collaborative effort. Region 
1 had the next highest proportion of non-Head Start children re- 
ceiving mental health services at lOS. In four regions, I'l or 
less of the non-Head Start children had received rnental health 
services. In each region, nearly all of the non-nead Start chil- 
dren receiving niontal health 3c3rvices prior to entry were Medicaid 
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certified, and riiont oL tharn wora ^ij.bliiiys ol: liaad Stsirt anrolleoi^. 
The high ijicidonco of Modicaid ccMrhif ical:ion among non-^llcad 

childran rocnivinq mental health BGrvico diffGirs markedly from 

the Hoad Start populatif^n whoro Medicaid certification was not 

a dis tinquiyhinq factor among thoso children who had roceivGd 

mental health Bervices prior to entry into the program. 



Nu t rition al Se rvicos 

Of the non-Head Start children participating at intake, 4^ of them 
had receivr^d nutritional services prior to entry. Again, for 
the non-Head Start population, the receipt of such service 
appeared to be related to Medicaid status: more than threes- 
fourths of the children receiving nutritional services were 
either certified or eligible. 

As v^ith the pravious categories of health services, the majority, 
61% in the casG of nutritional sGrvices , of the non-Hand Start 
Medicaid certified participants v/ere siblings of Head Start 
enrollees. In Region III, V, VI and the IMPD projects, there 
was some deviation from this pattern with a higher number of non- 
siblings or othcr/uiiknownH being recorded. 
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2 . Ana 1 y b in a J: F i nd :i. n c f r; - S aloe L >jd Proj oat^ 

Tho tuLaL nunibcr of: non--I!ancl poiMilntion who completQd in-- 
take wibhin tho ^olQctod projactr:; wan 7B3 or 13" of the naUiojial 
LoLnl. Of; Lhc: IQ Gclcchud projocls under rovj.ow, Tour ^--Tuiuh 
lUvor, Danvxllo^ Blackroal: and F( ' t Puck^— did not rGporl: any 
intakG oC non--llQad Sbart children. 

821 of the non-lfDad Start: children participating in the remaining 
14 projects wero Medicaid certified and 75?. of theso were siblings 
of enrolleoG* Of: the non^MGdicaid certified group , none v/ero 
non-siblings, 48 6 of the non-^Head Start children in the Kelectod 
projects liad been rnedically screened within a year prior to en-- 
rollrnent as contrasted to 597. of non-Head Start children nationally 
who had received such services. Of the inedically screened 
in the selectGd projects, 52^^ v;ere Medicaid certified. Most of 
the selected projects that served children who had received acreen-^ 
ing prior to entry reported a higher incidence (over 50?.) than the 
average. However, East St. Louis and Ainarillo reported one child 
or less in this category, thereby skewing the average. 

Of the non-^Hcad Start children screened, 90'h v;ere riedicaid certified 
and mora tlinn half v/t:ro sib.Lings o 1: enro Lines. This pattern holds t.rue 
in all projects except Baltimore where almost all non-^Head start Medicaid 
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cor t:i.(: in^i chiUlrnn i^jcreanod v;orf^ non--s ibl ings , i^nltlrnoira nlso 
reporbed throo not: fladicaid CQrtified non-sibiings screGnod^ 
bui: indicated no non-siblings at inhnke. This inconsis tency 
most likniy rGfloctod tho projact's failure to submit thca appro- 
priatG nunibcr of iorin^ ([nLakG and llOcilth Lncouji U^r ) lor; uauh 
non-noad Start ciiild sGrvod* 

Ainong the 1.4 projectF; rGnorting non-^herid Start children partici-- 
pating in the program, 8^ of these children had received medical 
treatmont v/ithin a yaar of: enrollment. This v/as a lower ratio 
than that for the national sample, one out of five non-^IIead Start 
childrGn in receipt of such services. The highest inGidcnce oC 
previous medical trnatment received^--49'5--"OGcurrcd in the fledford 
project. Six projects reported that none of the non-^Head Start 
children participating at intake had received medical treatmt^nt* 
80% of the non-'llead Start children who had received medical 
treatment v/ere Medicaid certified as v;ell as siblings of Head Start 
enrol lees * 

Nearly one out of four of the non-llead Start children received dental 
screening/treatment in the srelected projects. In contraBt^ one 
out of five non-Head Start children had received dental services 
in the total sample. The overwhelming majority of the non-Head 
Start children in this group were Medicaid certified and siblings 
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ol: Ilead Gtiart; enrollooB, except: i ri Baltimoro whoro all of l:ho 
non^Heacl Start cliiidran rocei viny dental sorvicoB ware nan-^sib-- 
lings. In nix projacts, nonG of the non-IIead Start children rc- 
CGived dental sorvicos. 

In anothcir area/ mental health services ^ 71. of the non-^IIead Start 
children in the selected process had received such services compared 
to 21 of these children on a national basis. Medicaid ccrtifi^ 
cation of non-^Head Start children in the selected projects may 
have influenced the receipt of mental health services/ since 56 
out of 58 of the non--FIead Start children v/ere Medicaid certified 
or eligible. This rate was somewhat higher than the national pattern 
(shown in Table VI = Appendix A ) for non-^Moad Start children. 5 5 out 
of the 58 non-IIead Start children who had received mental health 
services were reported to be participants in the E^aterson project, 
and nearly all of these were fledicaid certified and siblings of 
Head Start enrollecs, Dleven pro jec ts , on the other hand, indi--* 
cated that none of their non-Head Start children had received mental 
health services prior to entry and one project had only one child 
who had received mental health services. 

Similarly / only three projects reported that their non-Head Start 
children had received nutritional services prior to proyram entry. 
Paterson dgain reported the majority of the childran--^54 out of 
56 non-nead Start children-^^so reported. As in mental health 



EKLC 



134 



36 



services/ nearly all of the chi.ldrGn in tliG Paterson prajQCb 
wore Medicaid cartified and siblincjs of Head Start enro]lGGS. 

3, Conclusions Previous Ileal th Car^^ Non--Uead Start children 



a. The majority of the non-llocicl Start children par- 
tiaipating in the collabortitivo effort as evidoncod 
by the completion of intake foi^ms, were Medicaid 
certified and t^o out of three cliildren were siblings 
of Head Start enrollGos. It would appear, tharoforO/ 
that the Head Start projects primarily recruitad non- 
Mead Start participants for the collaborativa effort 
from the Head Start familiGs currently enrollGd. 

b. 591 of the non^-Head Start children as compared to 
63^ of the Head Start children had received scfeen^ 
inq services prior to entry into the collaborative 
effort. This similarity in incidence, accounting 
for sampling bias, may reflect concentration by 
some Mead Start projects in providing for family 
health services rather than focusing upon the 
enrolled Head Start child only* 

c. Relatively few, approximately 20% of the non-IIead 
Start children, received medical treatment sor^ 
vices prior to entry into the progrram, but most 
of those were Medicaid certified. 

d* The incidence of dental services received was lower 

for non-Mead Start children than Head Start children^- 
one out of five compared to one out of three. This 
difference most likely reflects the priority placed 
in the Head Start projects upon providing dental 
services for its enrol lees * 

G, There were some differences in the receipt of mental 
health and nutritional ser\fices between Head Start 
and non-Mead Start populations nationally. However, 
because of the relatively low number of participants 
roceivincj these services, no conclusions should be 
drawn. It is interesting to note, however, that 
most of the non-Head Start children receiving mental 
health and nutritional ser^/ices v/ere Medicaid certified 
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e. For tho i:;QiQctocl proj'^-M,:^ , the distribution of non- 
iif:^ad Start: childrGn by "^jrvicG category, MGdicaid 
CDrtificatLQ!!, and sibling status ii> i^Li'iilar to the 
pattern prostmtcd nationaily. Baltimore, v/hiGh ^crynd 
more non-siblings than siblings is a notable oHCuption. 

f, Pirior mQntal haalth and nutritional serviceB are 
virtually ncnioKiytont for non--Ilcad Start children ex- 
cGpt in the case of Patarson. The fact that this 
particulau project v/as able to be garnGr such SGrvices 
for its no:?-IlGad Start children may rofloct the avail- 
ability of resources in the conununitv, includinq liberal 
Medicaid standards, and the inltiativoB by the project's 
staff to secure services for all its participants. 



Polic y Co nsidora tio ns on P reviQU s Health Care of Hon -lload 
Start Childron 



a* Head Start programs should be encouraged to arrange for 
family health services / thereby ensuring that all 
family members ^ including the children, have cornpre^ 
hensive health care. Such program initiative/ however, 
must take into account limited staff resources, 

b. If the EPSDT collaborative effort is to be effective^ 
Head Start projects should be assisted in defining 
their reBponsibility for recruiting participants beyond 
the immediate EJead Start family. Within this context, 
OCD should clarify v/ith the Social and Rehabilitation 
Services unit the extent to which Head Start programs 
should be responsible for recruiting participants in 
the general community . 



VI, INDICATORS OF EPSDT PERFORTIAIJCL: 
Introduction 

The Head Start projects sought as a major priority to provide or obtain 
EPSDT services for children participating in the collaborative 
effort. They were concerned^ moreover^ with ensuring access to a 
continuity of medical services for children who were found to be 
in need of such care. 

A significant task for the evaluation study ^ therefore/ was to 
ascertaini the effectiveness of the projects in obtaining EPSDT 
reimbursable services for Medicaid certified children ^ both Head Start 
and non-Head Start, In addition/ for non^^Medicaid eligible children/ 
there was particular interest in determining the extent to which 
health services v/ere provided or obtained in relation to the children's 
Head Start enrollment status. 

In order to accomplish this task/ several indicators to measure 
effectiveness were established within the following parameters i 
(a) the extent to which children received various health and medical 
services this year compared to the number who received such services 
prior to the collaborative effort; and (b) the relationship/ if any/ 
between the numbers reported and Medicaid certification and Head 
Start enrollment status* These indicators were based upon 
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the asumption that increases in Liuj numbers of children receiving 
health services , particularly through EPSDT, can be attributed to 
the collaborative effort. 

This section, therefore, presents data on the extent to which 
Mead Start and non^Head Start children received medical, dental, 
mental health and nutritional services according to their Medicaid 
certification and previous enrollment in Head Start. The following 
tables are included. 



Medical Services 
Medical Services 

Medical Services 



^ Screening by Aggregate Totals 

- Screening of Head Start arid 
non-^Ilead Start Children by 
Selected Projects 

Diagnosis and Treatment by 
Aggregate Totals 



Medical Services - 

Dental Services 
Dental Services 



Diagnosis and Treatment 

of Head Start and non'-Head Start 

Children by Selected Pro j ects 

by Aggregate Totals 

of Head Start and non--HGad 
Start Children by Selected 
Projects 



Table XVI-A 



Table XVI-A. 



Table XVI-'B 



Table :<VI^B. 



Table XVI -C 



Table XVI-C 
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Mental Health ServicGs - by AggreMate Totals 



Table XVI-^D 



Mental Health Services 



of Head Start and non-- 
Head Start Children by 
Selected Projects 



Table XVI-D 



Nutritional Services 



by Aggregate Totals 



Table XVI-E 



Nutritional Services 



- of Head Start and non- 
Head Start by Selected 
Projects 



Table XVI-E 



The data for those tables related to aggregate totals was collected 
from the Compositive Visit and Health Care Encounter forms submitted 
by the Head Start projects. There were 147 projects submitting 
such data, representing an increase of 21% from the number of 
projects (120) v/hich were reported on previously. 

For the selected projects, data on the health services received by 
individual children v;as reported on the Health Care Encounter form, 
and a total of 23 projects submitted these; a gain of five from 
the previous reporting period, (See Intrim Report Tables I - VI-A 
in Appendix A,) 

Note I In many of the tables, the figures in the various categories 
(crosswise) v;ill not agree with the totals shown in Column 1 
because of a "no response" by the respective demonstration 
project to the specific category area. Also, the tables 
mentioned above will be included at the end of each major 
discussion section. 
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A. MEDICAL SERVICES - SCREENING (VABLES XVI-A, XVI-Ai) 

Definition of Terms 

The aggregate number of children who actually received screening 
services during the program year is Identified by Head Start 
enrollment and Medicaid certification status for both the national 
sample and selected projects in Table KVI-A* Data pertaining to 
the receipt of screening services in Individual selected projects 
Is presented in Table XVI-A^ for Head Start children and non-^ 
Head Start children. 

Cumulat ive P articipation refers to the total number of children 
served by the projects during the year as reflected in Tables I 
and lA* (See AppendlK A*) 

Children Previously Screened refers to the total number of children 
v/hom the projects reported as receiving screening services prior 
to their entry into the collaborative .effort • This data has been 
carried forward from Tables IV and IVA* (Appendix A) , 

Children Screened During Program Year refers to the total number 
of children reported as receiving screening services during first 
year 
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Children CQmpletely Screened Durlruj Program Year refers to the 
total number of children who received the complete package of 
screening services that was recommended by the Health Mvisory 
Committee of the local Head Start project 

Screening Incomplete/Follow-up Required refers to the total number 
of children who did not receive the complete package of screening 
services or needed further screening or diagnostic evaluation* 

Cases Referred refers to children sent to other sources for further 
assessment and/or treatment* 

Cases Completed refers to children v;ho received the complete 
range of needed services* 

1* Findings of Analysis 

Children Screened During Program Year (C) 

Aggregate T otals 

The total number of children scieened increased fourfold from the 
twelve-^month period inmGdiately prior to the Head Start/EPBDT 
Collaborative Effort as reported by 147 projects participating 
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nationally. Of the 95^997 childron screened, 86% were enrolled in 
the Head Start program itself, compared to 901 previously. For the 
23 selected projects submitting data, there were 7,424 children 
reported as screened, compared to 2,616 previously^-an increase of 
3 to lOOand 92% of these v/ere Head Start enrollees, 

». 

All regions except Region III .:reportGd increases in the total 
number of children screened that, when compared to the previous year/ 
'WjSre comparable or greater than the national ratio of 4 to 1, 
Most of the percentage increase in the number of non^IIead Start 
children screened this year can be accounted for by the gains in 
Regions IV and VI, 

Selec ted projects 

Tv/enty^two out of the 24 selected projects participating in the 
collaborative effort submitted information regarding the recoipt 
of screening services for individual children. This information v/as 
coded by Head Start enrollment (current and prior) and Medicaid 
certification status * 

Laredo and Blackfeet submitted the required health related forms 
for analysis, but each failed to properly indicate the program and 
child identification number. This made linkage of information 
between the Health Care Intake Form and the Health Care Encounter Form"-' 
re I Medicaid status, previous and current health services received^ 
etc .---virtually impossible. Reconciliation was not feasible through 
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telephone contact vfith the projectij and would have involved an 
excessive aniount of time for the projects theniselves to correct* 
Unfortunately^ this information could not be included as a part 
of the evaluation study. 

There was a threefold increase (6^883/2,616) in the total number of 
Head Start children screened this year in the selectad projects as 
conipared to the number previously screened (22 projects reporting). 
The largest number of Head Start children screened v;as' reported 
by Cleveland, Mississippi (2^456), For projects that had reported 
previously, the greatest percentage increases were in Cook County, 
East St. Louis, Danville, Lubbock, Amarillo and Billings, On the 
other hand, three pro jects^-- Baltimore , Springfield and Eugene^" 
reported the same or a decrease in the number of children screened 
this year. 

Only 34% (2,427 out of 6,883) of the Head Start children screened 
during the year had, however, been previously enrolled in the program, 
This incidence was higher than the 29% of previously enrolled Head 
Start children who had been screened prior to the collaborative 
effort (See Table IV-A, Appendix A)* Baltimore^ on the other hand, 
reported that almost 50% of its Head Start children who were screened 
this year had been previously enrolled. Seven projects, hov/over, 
Leominster, V^orcester, Toms River, Dayton, Lubbock, Fort Peck and 
Eugene-^had less than 5% of their Head Start children previously en- 
rolled. 
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There is no clear indication whetlicir Medicaid certification 
had any bearing on the total number of Head Start children 
screened since 50% of these children (3^470 out of 6^883) were 
Medicaid certified and over 49% were either ineligible for Medicaid 
or of unknovm status. Thus, only one-half of the Head Start 
children screened could have possibly received such services 
through the EPSDT system. 

Sixteen projects (compared to 22 reporting screening of Head 

Start children) submitted data on the screening of non-nead 

Start children. This represents a gain of four projects from 

the previous reporting period (see Table IV-A in Appendix) . Projects 

not submitting data, besides Laredo and Blackfeetr included Toms River, 

Danville, Lubbock , Fort Peck, B'resno and Eugene. It is interesting 

to note that Laredo and Eugene had reported non--nead Start children 

as receiving screening services prior to the collaborative effort. 

On the other hand, Toms River, Danville, Lubbock, Fort Peck, 

Blackfeet and Fresno did not report for either period. 

Of the projects reporting^ there was 541 non--IIead Start children 
screened this year^ an increase of less than 50% from those 
reported screened prior to the collaborative effort, (Table XVI-i^ ) . 
The highest actual number of non-Head Start children screened 
occurred in Cleveland (252), The next highest was Paterson^ with 
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52 • The majority (65%) of the nan -Head Start children screenod 
were siblings, and for 7%, their kinship relationship to Head Start 
children was "other" or not known. 

Most of the non-Head Start children screened (500 out of 541) 
had not been previously enrolled in Head Start. Only riedford 
reported a majority of its non-Head Start children (16 out of 
25) as previously enrolled. 

A greater proportion of the non-^Iiead Start children (82%) 
were Medicaid certified ^ as coinpared to the incidence reported 
for Head Start children. Of the Medicaid certified group, the 
majority (62%) were siblings of Head Start enrollees* Thus, 
Medicaid certification may havQ been a factor in the receipt 
of screening services for non^Head Start children this year, 
ivith the likelihood that such services were EPSDT reimbursable. 

Children Completely Screened (D) 

Aggregate Totals 

Nationally, 30,540 out of 95,997 children screened^-Head Start and non- 
Head Start-^'-or 31%^ received the complete package of screening services 
as recommended by the local Head Start Health Advisory Conunittee (Table 
XVI -A ) . For the selected projects, the percentage of children who^had 
complete screenings was much higher at 70% (5,280 out of 7,424)* 
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Either selection bias or the sensitivity of the projects to 

completing the screenings because of their special status may 
have accounted for this wide variation* Head Start children were by 
far the majority (81% or^ 24^884 out of 30,54 0) of those children reported 
completely screened. However, only 29% of the Head Start children 
screened nationally had the complete package'--24 , 884 out of 82 , 782 , 

lb 

At the regional level, only four regions exceeded the national 
averagG of 31% of children completely screened--Regions VI, IX 
and the IMPD projects, with 3S%, 33%, 34% and 38% respectively • 
Three reg ions^^-VIII , IX and the iMPD pro jects^-reported a 
greater proportion of their Head Start children completely 
screened compared to the national totals--'-37% , 40% and 34%, 
respectively. Two regions were much lowers-Region II at 16% 
and Region VII at IDS, 

The proporbion of non--Hoad Start children who had complete 
screenings nationally v;as slightly higher at 34%, Three regions-^ 
Regions II, VII, and X---- greatly exceeded this percentage at 
50%^ 55%, and 30%, respectively* 

Selected Pro jects 

The Head Start children enrolled in the selected projects usually 
received complete screenings, representing 73% of the total screened. 
(Table XVI--A.) Moreover, 17 of the 22 projects rGporting in-- 
dicated even gfeater proportions of completely screened Head Start 
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children than the average cited above, with Amarillo stating that 
all of its 626 children were in this category and Springfield, 
114 out of 117. 

Approximately 37% of the Head Start children completely screened 
had been previously enrolled in the program* in Cleveland^ 
however, the vast majority of such children had been in Head Start 
during the prior year, and in Fresno, all 56 children completely 
screened had been in the program before. The majority of the 
projects, however, reported greater numbers of Head Start children 
completely screened as not previously enrolled ^ One=-half of the 
Head Start children completely screened were Medicaid certified; 
the other half were mostly coded as ineligible or status unknown. 

For non-Head Start children, 73% (398 out of 541) had complete 

screenings, and nine of the sixteen projects reporting indicated 

that a majority of their Head Start children had been completely 

screened. In Paterson, for instance, all non=-Head Start 

children were completely screened. Three out of four of 

these children were siblings, and over 95% had not been previously 

enrolled in Head Start, For Medicaid, 89% (331 out of 398) 

were certified and the majority of these children (283 out of 331) 

were siblings. It should be noted that Cleveland accounted for 

211 of these children (Table XVI-^A J , 
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Screening IncompletG/t'ollow--up Required (E) 
Aggregate Tutals 

Follow-»up services were required for the majority of children 
screened nationally (68%) because screening had not been 
completed* The data is insufficient, however, to determine the 
nature of screening services still needed. Also, there is no 
information regarding the relationship between the availability, 
of a full range of screening services and extent of completion^ 
or the impact of program management (length of time required to 
complete screening and subsequent preparation of forms, etc*). On the 
other hand, only 2 9% of the total children screened in the selected 
projects required follow-^up services* Most of the regions £ollov;ed 
the national pattern, with Regions 1 and VII reporting even higher 
percentages of incomplete screenings at 77% and 81%/ respectively,.. - 

The proportion of incomplete screenings for Head Start children 
compared to total number screened v;as higher than the national 
average at 69% (57,898 out of 82 , 782), Three regions--'I, II, and 
VII--"were even higher at 79%, 83% and 82%,rrespectively , The 
lowest rate was reported by Region IX, 5 9%, 
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The rate of incomplete screenings v;as much lower for non-- 

Head Start children nationally at 49% (7/559 out of 13,218). 

Pour regions'^-^I, III, VIII and IX-'-were much higher at 

77%, 551, 57% and 73%, respectively, InterGStingly , 

the IMPD- projects reported only 1% of their*' hon-Head Start children 

as having incomplete screenings. 

Selected Pro j ects 

About 28% (1,993 out of 6,883) of the Head Start children screened 

in the selected projects required follow-up services* Sixty^nine per cent 

these children (1,381 out of 1,993) had not been previously enrolled 

in Head Start and 53% v/ere Medicaid certified, 

i 

Eleven projects reported substantially lower proportions of Head Start 
children receiving incomplete screening, compared to the overall 
average of 28%, i'ijnarillo, for eKample, reported that none of 
its Head Start children required follow-up, and Springfield 
indicated that only three of its 117 children were in this category. 

For those projects reporting relatively low numbers of children with 
incomplete screenings, the majority or all of their Head Start children 
requiring follow--up had not been previously enrolled. In this instance, 
their behavior did not differ from other projects v/ho had greater 
numbers of Head Start children needing follow-up* 
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Medicaid certification status appears not to have been a 
factor in the extent to which thQ projects were able to 
complete screenings of Head Start children. Eight out of 
11 projects with relatively few Head Start children needing 
follow'-up indicated that a majority of them were Medicaid 
certified. In Cleveland, however^ over half (505 out of 940) 
of the Head Start children with incomplete screening were either 
ineligible for Medicaid or of unknown status. 

Only 26?i of the non^Head Start children screened required follow- 
up services^ and most of these (136) had not been previously 
enrolled in Head Start. Nine of the 16 projects reporting 
stated that a majority of their non-^Head Start children had 
complete screenings. Less than half (41%) of those children 
requiring follow-up were siblings of Head Start enrollees and, 
of the total number of non-"Head Start children in this category, 
82% were Medicaid certified. 
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a, Fc^ur times as many children were scrQenad natioiially 
tfciis year/ compared to the incidence irGported prior 

to thG iiitroduc tion of the EPSDT Collaborative Effort, 
'riiQ over\vhelrTiing majority (8G%) of children screened 
VvPro currently enrolled iii the Head Start progranii 
Ti^iis finding indicatas that the projects Jnade a 
sgecial effort to onsure that tlieir Ilead start children 
Wtira proinptly screened and reported, 

b. Ttio Head Start projects were loss successful In mn- 
suring that complete screenings were provided^- since 
orily 31fi of the children %vere reported in this category* 
Trus lovi incidence, however ^ may have been the result 
o:£ a time lag in the reporting, or an indication of 

tile availability/accessibility of a full range of 
scraening services/providers . 

c , OS the Head Start chlldreii screened in the seLected 

pj^o jocts . only 34% had beori previously enrolled, I'hua , 
trie projects primarily screened children who had not 
b^en kno%vn to Head Start previously and VN^hQ, therefore, 
W£3re unlikely to have previous screening* 

d , Ua Goncltisions can be drawn regarding the impact' of 

Medicaid certification upon receipt of screening service 
since the nuniber of children certified vs , those \^hose 
eiigibility \^as unknown or ineligible vas about equally 
divided* 

e * Ttie number of non--Head Start children acreetied in the 
sc^lected projects increased by less than 50%, coinpaiTed 
to those previously screened , This increase was not 
a£3 dramatic as that reported for Head Start children^ 
however* The projects may have concentrated their 
efforts on screening (and reporting) Head Start ^n- 
rollees as an ongoing program function. 

f . Tine vast majority of non-Head Start childreri screened 

h#d not been previously enrolled^ and most w^ere siblings 
Therefore^ this finding shoi^s that the projects made a 
concerted effort to provide services to the families 
of: Ilead Start children, rather than an unrelated group. 
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Policy Considcirabions on Roce o f Medical Sorvices Scrooning 



a. More definitiive information is needed regarding the 
contGnt of the screening packagG in local Head Start 
proiects and the time frame in v/hich children are 
screened (at admission^ during the program^ etc.) 

in order that an evaluation can be made about the 
consistency and quality of screening services provided. 
Also, there is need for inforrnation about medical prob- 
lems that may be discovered during the screening and 
provision for follow-^up on these, 

b. Head Start projects can better utilize EPSDT services 
to provide screening if adequate technical assistance 

is available to aid in accessing r-ledicaid funds, thereby 
relieving the Head Start prograin of paying for all 
health sGrvices. 

c. Further ; if greater priority is given to ensuring that 
all children are completely screened as soon as possible^ 
then the likelihood is greater that Medicaid certified 
children can receive diragnosis and treatment, if needed, 
as a re inibiirsable service. Such priority is important 
because Medicaid eligibility tends to fluctuate over 
time , 
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INDICATORS OP EPODT PERFOR^NCEi 
MEDICAL SERVICES - SQimim OF HEAD START AND NON-HEAD STA 

BY SELECTED PROJECTS 



Table KVI-Al (/x;':'"' 



;5i 



CHILDPIK PREVlOUSLy SCRIBKBD 



TOTAL 
(3) 



|"Mi;B;*Ri>/l'[): 
EL Centro 



8 -0- 



116 



-0- 



117 



38 
■0- 

46 



21 



=0- 



-0- 



Euqone 



61 14 



82 



ilOT 
PREVlOliSLY 

(3) 



] N/A 



53 



N/A 



5 

-0- 

20 



N/A 



N/A 



31 



N/A 



109 



N/A 



N/A ■ 



33 N/A 



-0" 



26 



N/A 



N/A 



M/A 



N/A 



CKRTlFli;D (4) 



14 



117 



Non=HS 
a b c 



0 4J 



-0- 



I/A 



N/A 



^0- 



0- 10 



■0- 



57 



77 



■0- 



CODE I N/A - Iforration not available 
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INDICATORS OF EPSDT PERFORMANCE i 
MEDICAL SERVICES - SCREENING OF HEM START AND NON-HEAD START CEIIUREN 

BY SELECTED PROJECTS 



Table XVI-AI (Cont'd) 



;,r::rEf) 



3V 



:tatE 



TO'iAU i-'UH 



CHrLDM SCMENED DURING PROGBAM YEAR 



TOTAL 
(1) 



lis 



(2) 



N;!S 



_T!--' ■:t;on 



'■lARiLA'ii' [ill] 



:ii3vaknd 



13 



3P3 



22 

m 

61 



20 



13 



-0" 



421 



rLLi:;oi3 (v); 

Cooka County 



East St. Louis 



Danville 



OHIO m ■ 

Cincinnati 
02 V ton 



52 
B2 



2.455 252 



148 



621 



204 



305 



■0- 



31G 



16 



127 



-0^ 



-0- 



13 



.14 



200 



.41 

7 



NOT 
PREVIOUSLY 
EfiROLIlD 

(3) 



HS 



11 



'0- 



-0- 



1,619 



30 



169 



24 



8B 



1 



'0- 



-0- 



4,438 



13 



379 



22 



15B 



47 



MHS 



13 



MEDICAID 
CERTIFIED (^i 



HS 



Non-KS 



n 



0 

7- 'r 



19 



-0- 



52 



219 



828 



116 

450 



180 



217 



82 



. 251 



309 



12 



ML 



35 



37S 



15? 



186 



MM 



'0- 



-0- 



-0- 



4 .0- 



-0- -0- 



45 



245 



-0- 



74 



-0- 



-0^ 



-0- 



-0' 



NOT 
MEDICAID 
CEFTIFIED (S) 



OTIiSR 
(6) 



-0- 



■0- 



-0- 



-0^ 



39 



2 



26 



186 



1 5 -0- 



'Jon-ilS 
a b c 



r • 

0 



HS 



Hofl-HS 
a b 

OH . 
?, til ' 



Si 

-A 
V. 



-0' 



.0- 



2 



■0- 



4 



'0- 



^0- 



'0- 



33 



■9: 



112 



4 -1 



-0- 



^0- 



,1 



■0- 



45 



2 



-0- 



114 



-0- 



-0- 



-0- 



,0. 



-0- 



"0- 



»0' 



-0- 



■0- 



-0- 



^0^ 



1,294 



110 



-0- 



-0- 



,0- 



~0- 



=0- 



230 



20 



115 



-0- 



■0- 



-0- 



-0- 



-0 



-O' -0- -0- 



122 



1U5 
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INDICATORS OF EPSbr PERFOBMCE! ■ : 
MEDICAL SERVICES - SCRIENING OF MC mm IW M-HEM START CHILDREN 

m SELECiEC PROJECTS 

Table KVI-Ai (Cont'd) 



SEL2QEP 


C 


CHILDREN SCREEfllD DURING PROGSM UU 


i 

■ mki 
(1) 


'ppiviousLy 

EHROilED ' 
(21 


fiOT 
PREVIOUSLY 
INROLIED 

■ (3) 


MEDICAID 
CEariFIED (4) 


liOT 

CESrinED (B) 


(6) 




NonHiS 
a b c 


HS 


Non-HS 
a b c 


HE 


Mon-HS 
a b f 


HS 


m 


lis 


Nils 






lis 


in 


1 

c n 

0 - 

^ ;r 


... 

n 


•H 

w 


1 < 

i 5 

0 'H 


i 


'H 


1 ' 

C JD 
O-H 

ZiJI 






215 


-[]- 


4 


-0- 




.^-^ 


43 






-0. 


"0- 




-0- 




17? 




-0- 




.torillo 


626 


6 


S5 


-0- 


56] 




. 51 


-0- 


1 




..-.45 


-0- 




-0- 


529 


-Q- 












-0- 


-0- 


-0- 


_ "0- 


-D- 






.± 


- -0- 


-0' 


-0' 


-0- 


-0' 


-O- 


-0= 




osseuRi (virir 

3';ri!;sa:itji(i^ 


117 


1 


8 


.0- 


109 


1 


m 




±: 


-t 


..-0- 


-0- 




..:0-.. 




-Q- 


-fl- 






160 


4 


11 


_ 1 
-0- 


148 


3 


71 


1 


2 


1 


l 






88 




-n- 




HOmrn (yill); 
Billinas 


150 


'35 


1 


Wi 


_ J5_ 


93 


1 


15 


-O^ 




-0- 


-o- 








is 




Fort Peck ( I^:?D) 


148 


-O- 


86 


'0- 


_ Ji 


-0- 


77 




-0- 


-0- 


. 1... 


^0- 




■0- 


70 


•0- 


-Q- 


-f 




-0- 




=0- 


-0- 




,-Q- 


-0- 


-0- 


-0- 


-0- 


-0- 


-0- 


-0- 


■0-:. 






.p. 


-r 


El Qentro, 


103 


15 


21 


1 


82 




26 


15 


■o- 


-0- 


1 


-0- 


-0- 




E2 








Fresno (nipj) 


32 


-0- 


' ' 31 


■0- 


1 


-0- 


2 


-0- 


"O- 


-0- 


2 


■0- 


-0- 


■0- 


28 








Kedftrd 


128 


25 


32 


16 


96 


9 


85 


6 


-0- 




1 


'0- 


■0- 




42 


-.1 








89 


-0- 


1 


-0- 


08 


■0- 


69 




-0- 


-0- 


3 


■0- 


■0- 


-0= 


17 
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INDICATORS OF EPSDT PERPORMCEi 
MEDICAL SERVICES - SCREENING OF HEAD START AND NOli-HEAD STMT CHILDREN 

BY SELECTED PROJECTS 



Table m-Al (Cont'd) 



SSLECTSD 
PROJECTS 


D 




CHILDBEH COMPLETELY SCREINID DURINri PEOGM YEAR 


TOM 

(1) 


.. (2) 


NOT 
PFISVIOUSLY 
ENROLLED 

(3) 


MEDICAID 
CERTIFIED (4) 


HOT 

CERTIFIED (5) 


OTHER 
(6) 




Non-HS 
a b a 




:ton-IiS 
1 b c 


HS 


Non-'riS 
a b 


HS 


NHS 


HS 


Nils 


HS 


NHS 


HS 


n 

in 


0 ■■" 


£ 
W 

r^ ■ 


lis 


i 

•H 


c ^ 

0 H 


il 

n 


* 


1 • 

ZQ 
O'H 
K 'J) 


f 


TOTALa FOR 


4,890 


398 


1,825 


31 


3,055 


357 


2,401 


283 


48 


-0- 


117 


A . 




2,351 


_12 






:^!AHSACKU3rrrs (U; 


12 


7 




4 


12 


3 


t 


3 


2 




1 


-0- 








-0- 


1 






320 


13 

- --■•--■^7 


2 


11 


311 


2 


219 


-0- 


■0- 


-0- 


5 


-0- 


-0- 


-0- 


95 




-0- 




m :ers£': (ii) : 


18 


5 




-0- 


le 


5 


16 


3 


"0- 


-0- 


■0- 


-0- 


-0- 


-0- 


2 


3 


,0- 




Tons River 


152 


.0- 


13 


■0- 


149 




116 


-0- 


-0- 


-0- 


3 


2 


-0- 


■0- 


43 


-0- 


-0- 




Patorson 


56 


52 


13 


-0- 


43 


52 


54 


46 


4 




'0- 


_± 


_1 




2 


-0- 


-o» 


„, 




'173 


24 


___ __ _ 85 


-0- 


86 


24 


US 


-0- 


22 




-0- 


-0- 


_-0- 




52 


-0- 


1 




::iS£issi?Pi (iV): 
clival and 


1,515 


225 


1,262 


1 


249 


., 224 


?10 


218 


1 


,0- 


V; 
2 


-0= 


-0= 


=0' 


739 


-0- 






TEWiESSES (iV): 
Kingston 


96 


1 


24 


-0- 


72 


1 


24 


1 




-0- 


-Q- 


-0- 


70 


-0- 


-0- 




iLLD;OIS (V); 
Cooks Coufity 


456 


1 


131 


-0- 


335 


1 


285 


-0- 


-0- 


■o- 


2 


'0^ 


-0- 


-0- 


172 


-0- 


-0- 




East St. Louis 


71 


1 


17 


-0' 


54 


1 


43 


-0- 


1 


■0- 


24 




-0- 


,0- 


■ 3 


-0- 


■0- 


-c 


Danville 


219 


-0" 


66 




153 


-0- 


135 


-0- 


-0- 


'0- 


1 


=0-1 


-0- 


■0' 


83' 






-c 


OHIO mi 

Cincinnati 






































Dayton 


294 


15 


1 


.4 


293 


11 


171 


2 


5 ■ 


■0- 




■0- 


-0-^ 




115 


5 


2 





= MEDICAL SER 
Table KVI-Al (Cont'd) 



, INDICATORS OP EPSDT PERFORMANCE : 
S ' SCREENING OF HEAD START KW NON-HEAD START CHILDREN 
BY SELEGTED PROJECTS 



SELECTED 


D 


CHILDIN COMPLETELY SCREENED DURING PROGRAM YEAR 


TOTAL 
(1) 


PREvlOUSLV 
EIIROLLED 

(2) 


tJOT 
PREVIOUSLY 
ENROLLED 

■ (3) 


MEDICrtlD 
.CERTIFIED (4) 


MEDICAID 
CERTIFIED (5) 


OTHER 
(6) 




Kon-HS 
a b e 


HS 


a b c 




ten- 
a h 






lis 


1 NHS 


HS 


NHS 


HS 


H 

in 


1 < 

rl' > 

5 




■pi 
'n 


1 * 

0 H 


iJ 

i"! 


HS 


H 

■7) 


\U 


m,Aj (VI j: 
Liibbo';:!; 


20/ 


1 


4 


-0- 


203 


1 


41 


-0- 


-0- 




-0- 




-0- 


-0- 


156 


1 


-0- 




626 


6 


67 


-0- 


m 


5 


50 


-0- 


1 


-0- 


45 


-0- 


-0- 


-0- 


531 


"0- 


5 


Lar-d-j (I WD) 


-0- 


Q 


-0- 


-0- 




-0- 


,0- 




-0- 


-0- 


-0- 


-0- 


-0- 


■0- 


-0- 


-O- 


-0- 


-0- 


MISoOCHI (VII); 
S-''L id 


114 
77 


1 


8 


-o- 


106 


1 


114 


1 


-0- 




■0- 


-0- 


-0- 


-0" 


-0- 


-0- 


-0- 


1 


? 


-0- 


70 


1 


36 




1 


-0- 


-0- 


-0- 


-0- 


-0- 


41 


-0- 
-0- 


-0- 

jo 


HOKTA'IA (Viuj: 
BilllpH:! 


139 

100 


22 
-0- 


5 


■0- 


134 


22 


je 

49 


1 

-0- 


11 


-0- 


-0- 


-Q- 


■0- 


-0- 


53 


Fort Pack (i:'rD) 


57 




42 


'0- 


-0" 


-0- 


-0- 


-0- 


■o- 


-0- 


51 




-0- 


Blackf'-t (IMPj) 


-0. 


-0- 


S 


•0- 

-0, 

-0- 


-0- 
29 


, -0- 




-0- 


-0- 


"0- 


-0- 


-0- 


-0- 


=0- 


-0" 


"0- 




CALIFORNIA (IX): 
El Cencro 


37 




-0- 


7 


-0- 


-0- 


-0- 


13 


-0- 


-0- 


-0- 


17 


"0- 


-0- 
-0- 


?mm (IMPD) 


27 


-0- 


27 


-0- 


•0- 


2 


■0- 


-o- 


-0- 


2 


-0- 


-0- 


-0- 


23 


■0- 


OECOfi ('0: ' 


104 


22 


29 


11 


75 


11 


71 






-0- 


1 


-0- 


-0^ 


-0= 


32 


3 


-0- 


EuqcnG 


56 


-0- 


-0- 


,0- 


56 


-0- 


41 


■0" 


'0- 


-Q- 


2 


-0- 


-0- 


-0- 


^ 13 


•0- 


-0- 
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INDICATORS OF EPSDT PERFORMNCE: 
MEDICAL SERVICES ■ SCREENING OP HEAD START AND NON-HEAD START CHILDREN! 

BY SELECTED PROJECTS 



Table M-Al (Cont'd) 



STATE 


1 


SCREENING INCOMPiETE FOLLOW-UP REQUIRED 


TOTAL 
(1) 


FREVIOUSLY 

mrnm 

(2) 


NOT 
PREVIOUSLY 
ENROLLED 

(3) 


MEDICAID 
CERTIFIED (4) 


NOT 
MEDICAID 
CERTIFIED (5) 


OTHER 

(6) 




Non-HS 
a b c 


HS 


Non-HS 
a b c 


HS 


Non-HS 
a b 


HS 


NfiS 




KHS 


HS 


NHS 


HS 


a 


c n 

0 'H 


ij 

n 




0 'A 


n 


■H 


B 


i 

c 


TOTALS FOR 
SE[,KTED PROJECTS 


1,993 


144 


603 


10 


i,3ei, 


136 


i,oes 






—fi— 


33 






.0- 


881 


2 


14 




S£Sachc:3f;tts (I); 
Lfonlrister 


1 


13 


-0- 


3 


1 


10 


1 


1 


4 


-0- 


-0- 


1 


3 


-0- 


-0- 


-0- 


3 




worcestor 


63 


.p. 


1 


-0- 


62 


-0- 


45 


-0- 


-0- 


-0- 


1 


-0- 


-0- 


-0- 


17 


-0- 


-0- 




NEW JSHSEV (II) ; 

T::.:r.:;on 


4 


2 


-0- 


-0- 


4 


2 


3 


1 


-Q- 


-0- 




-0- 


-0- 


-0- 


1 


1 


-0- 


'0. 


Toms Rivor 


9 


-0- 


-0- 


-0- 


9 




-6 


-0- 




-0- 


"0- 


-0- 


-0" 


-0- 


2 


-0- 


-0- 


•0- 


Paterson 


5 




1 


-0- 


4 


-O- 


5 


-0- 


-0- 


-0- 


-0- 


-0- 


-0" 


.0- 


"0- 




-0- 


-0' 


■mim (mi: 

Baltiiflore 


248 


58 


115 


-0- 


133 


58 


183 


2 


52 


-0- 


-0- 


-0- 


1 




62 




3 


•0- 


:a33lSSl?PI (IV): 
Cleveland 


940 


27 


35? 


-0- 


579 


, 27 


409 


27 


-0- 


=0=- 


23 


-0- 






505 


-0- 


-0- 


-Q. 


TENNESSEE (lV): 
Kingston 


52 


1 


6 


-0- 


44 


1 




' 1 


-0- 


-0- 


-0- 


„0- 


-0- 


-0- 


40 


-0- 


-0- 


-0' 


ILLINOIS (V); 
Cooks Courity 


155 


1 


38 


■0" 


lis 


1 


94_ 


-0- 


=0- 




2 


-0- 


-0- 


-0- 


58 


-0- 


-0- 




East St, Louis 


133 


7 


7 


-0- 


121 


7 


114 


6 


-0- 


-0- 


2 


-0- 


-0- 


-0- 


17 


1 


-0- 


-0- 


Danville 


86 


-0- 


22 


-0- 


64 


-0- 


51 


-0- 


9 


-0- 


'0- 


-0- 


-0- 


-Q- 


32 


-0- 


-0- 


■0- 


OHIO (V): 
Cincinnati 














9 
























Dayton 


16 


1 


'0- 




16 


1 


1 


-0- 


■0- 


-0- 


-0- 


-0- 


-0- 


7 


-0- 


-0^ . 


•0- 



ERIC 
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INDICATORS OF EPSDT PERFORMNCE! , 
MEDICAL SERVICES - SCREENING OF HEAD START NONHEAD START CHILDREN 

BY SELECTED PROJECTS 



Table KVI-Al (Cont'd) 



SELECTED 



imtnm incomplete folww-ijp required 



?ROJSCTS 
BY 

State 


TOTAL 
(1) 


PREVIDUSLY 
ENROLLED 

(2) 


mi 

PREVIOUSLY 


HEDICAID 
CIRTIFIED (4) 


NOT 
•■SDICAID 
CERTIFIED (5) 


OTHEE 
(6) 


\ 


ENROl 
(3 


jLED 


HS 


Non-HS 
a b c 


HS 


Non-HS 
a b c 


HS 


Non-HS 


HS 


NHS 


IIS 


NHS 


HS 


NHS 


a 

■H 

/n 


1 . 

c £ 

0 H 


£. 
n 


i 


e a 

0 -H 


n 


" i" 

£ 




r 


TEXAS (VI): 


8 


-0- 


-0- 


-0- 


8 




2 




-0- 


-0- 


-0- 


~0- 


-0- 


-0- 


6 




-0- 


-c 


11 n 

• .i'K± = i i y 


-0- 


-0- 


-0- 


-0- 


-0" 


-0- 




-0- 


-0- 


-0- 


-0- 


■0- 


-0- 






-0- 








-0- 


-0- 


-0- 




-0- 


-0- 


-0- 


-0- 


-0- 


-0- 


"0- 


-0- 


-0- 


-0- 


"0- 


■0- 


"0- 


-c 


MISSOURI (VII): 


3 


-0- 


-0- 


-0- 


3 




= 




•0- 


■0- 


-0- 


-0= 


-0- 




-0' 






-C: 




83 


3 


4 


1 


78 


2 


35 


1 


1 


-0- 


1 


1 


-0- 


-o- 


47 


-0" 




•t 


MONTANA (Vill); 


11 


13 




-0- 


9 


13 


1 


-0- 


4 


-0- 


-0' 


-0- 


-0- 


-0- 


4 




8 




=- Fort %c^' (IMPD) 


48 


-0- 


29 


-Q- 


19 




28 


■0- 


-0- 


-0- 


1 


-0- 


-0- 


-0- 


19 


-0- 


-0- 


± 


Black feet (LMPD) 


-0= 


-0- 


-0" 


-o- 


-0- 


-0- 




-0- 


-0- 


-0- 


-0- 


-0- 


-0- 


-o- 


-0" 




-0- 




CALIFOF^JIA (IX): 
' ll Centro 


66 


15 


13 


1 


53 


^ 14 


19 


15 


■Q- 


-0- 


2 


-0- 


-0- 




45 


-0- 


.0- 


-0' 


Fresno (IMPD) 


5 




4 




1 






-0- 




-0' 


■0- 


-0- 


-0- 


-0- 


5 




-0- 


-0- 


OREGON ()(): 
Mad ford 


24 


3 


3 


5 


21 




14 


-0. 


-0- 


-0- 


-0- 


-0- 


-0- 


-0- 


10 


-0- 


-0- 


i 


Eugene 


33 


-0- 


1 




32 




2B 




-0- 


-0- 


1 


-0- 


-0- 


-0- 


4 


-0- 


-0- 


"0' 
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B* MEDICAL SERVICES - DIAGNOSIS AND TREATf4ENT 

Many children once screened needed diagnostic evaluation because 
evidence of a possible medical problem had been detected. Treat- 
ment services were to be prescribed as necessary and obtained 
as part of the continuity of medical care envisioned in the 
collaborativa effort. 

The data presented in Tables XVI-^B. and XVI-B^ describe the extent 
to which diagnostic and treatment services were actually recaived 
during the program year. The information is categorized by current 
Head Start enrollment nationally* For the selected projects. 
Table XVI^B^, the data is further arranged by Head Start enroll- 
ment prior to the collaborative effort. Medicaid certification, 
and sibling relationship to Head Start enrollaes. 

Defini tion of Terms 

C h i 1 d r e n D i a g n o 5 Q d / G V a 1 u a t e d refers to the total number of 
children who receivod specific diagnostic or evaluative eKainina-- 
tion by trained modical porsonnel to determine the preGonce of 
a medical problem for v/hich treatment should be prescribed. 

Children Treated r^Ccra to the total number of children who 
jtually recieved mudical treatment by trained medical personnol. 
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CM/.dre n Treated by Type of Unit of Service refers to the frequency 
with which specific treatment services were provided: 



A c u fc e / Cji ro refers to treatment services 
provided for medical problems which were 
episodic or ongoing in nature but did not 
require surgical intervention or corrective 
devices . 

S^urg ic&^l/Corre c t i ye refers to the application 
o~£ surgical procedures (in or out^-^patient ) or 
prosthetic devices (eyeglasses/ hearing aids/ 
orthopedic appliances) to alleviate a medical 
problem* 

Other refers to treatnient services provided 
but not covered under the above two categories. 



Children Requiring Follov;-up refers to those children diagnosed 
or treated for v^;hom tjie n follow-^up services had been in-- 

dicated. 
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1 , Analysis of Findings 

Children Diagnosed/Evaluated (B) 

Aggregate Totals 

There were 9^197 children who received diagnostic or evaluation 
services during the program year/ of whi^h 85% (7^906 out of 
9,197) were currently enrolled in Head Start. For the selected 
projects, 1/890 were reported to have received theae services 
and 94% of these were Head Start children. 

No information is available to determine whether the diagnostic 
services received as a result of the screening, Hov/ever/ if 
such assuniption can be made/ then less than 101 of children 
screened nationally were also diagnosed; and for the selected 
projects/ this percentage rose to 25%'. However, caution should bo 
exercised in considering this data since there is no evidence of a 
sequential relationship between screening and diagnosis. 

According to recent hearings before the House Subcomrni ttee 
on Oversight and investigation . (October / 1975) ^> only 15^^ 
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(1.9 million of the 13 miUion children eligible for EPSDT) 

had been screened by 1974* Of the- ^ nearly one-half were 

found to need ■ additional dianaosis and i.reatment sarvices. 

Therefore, the Head Start projacts appear to be below the 

national experience in this regard. All regions^ except Regions 111, 

VI and VII, which reported much lower porcentages at 41, 71, 

and 4% respectively, follOTOd the national pattern in relation 

to the proportion of children diagnosed compared to those screened. 

Selected Projects 

Twenty-one projects aubniitted data regarding the receipt of diag-^ 

2 

nostic/evaluative services by Ilead^Start children this year, 
Of the children screened, 26% (1/791 out of 5,882) received diag- 
nostic services. Cleveland accounted for over 50% of this group 
(975 out of 1,791). Seven projects---Leominster , Trenton, Baltiinore, 
Amarillo, Springfield, and Fort Peck-^had less than 10% of their 
Head Start children diagno.^sed who had been screened, Three projects / 
however--Toms River, Lubbock and Med£ord--were closer to the average 
for all selected projects. 



(2) m^t St. Louis did not report any cliildren in this category. 
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of the Head Start ciiildrun diaynoHi.":, 89" had been previouiily 
enrollod in the program. The majority of tho projects Indicatod 
that very fow of their diaynoBGd lload Start childron had boon 
in the program prGvioui^ily , On the othGr hand, I'^gbho rnportcd 
all cliildran in thio catGgory aB previously onrollud, and in 
Fort Puck^ 10 out of ID \^/eru. 

Lqsb than half: (47^) ( the total number, of Head Start children 
wiio ri:ceivcd diagnoBtic services v;ere iledicaxd certified, which 
means that the cost for tliese servi ely borne 

by the family or by the program itself. .lany of the projects 
individually reported greafor proportions of Head Start: cliildran as 
Medicaid certified. For example / three projects—Trenton, Paterson 
and Sprinqf ield""Stated that all their Ilead Start children 
receiving diagnostic s^arvices were Medicaid certified, and eight 
others indica i that over 70^ were in this category* 

Only nine pro jects^-^Looininstor , Worcester, Paterson, Bal timort ; , 
Cleveland, Dayton, Appleton, I3illings and Med f ord-^-^reported 
non-Head Start children being diagnosed, as compared to the 21 
projects reporting Head Start childron in this category. A total 
of 99 non-^Ilead Start children were diagnosed among the nine projects, 
with the highest nuinbor (69) being located m Cleveland, Tlireo 
projects^-Bal timorc , Apploton, IJillinqs---had one child each and 
Med ford had two. 
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Oi! thi^ 99 non-HeacI SLcirt chi.lclri.Mi , 90% hnd not b(:}0!i ' the pro- 
qram provi.ouBly. WorcoBtar did Btal:o, howovor, thu out: of 

eight of ihs non-Hoad Start childrGn diagnosad had been in the 
program prior to the collabora tiva effort. Almost all (94) of 
hhe non-^Haad Start children diaqnoBGd were Medicaid certifif d. 

Children Treated (C) 

Agq roga Le Tf^^i §. 

On the national level, 10,7 99 children were reported as treaLed 
during this year. This represents almost 11% of those ^scrooned; 
but agrrlii there is no evidence that such services v/ore rendered 
as a of screening or i gnosis. Moreover, there is a 

greats .:ubGr of children as treated than diagnosed/ 

evaluated. This finding most likely jflects traditional medi- 
cal practices rafiior than inaccurate reporting^ since . dical 
personnel tend to conBider diagnosis and treatment as one ser- 
vice, with the greater emphasis upon ticatmentf aiid since both 
are usually provided at the snnie time. 

Also, ir is probable that many children, particularly those 
v/ith acute symptoms (colds, stoniach ailments, fractures, etcif 
were refer:;ed directly for treatmenL without an antecedent 
diagnostic cKamination. Telephone inquiries to a few projects 
subBtantiated that they did, indeed, refer children directly 
for treatment v;ithout screening or diagnosis services being 
provided, either because the medical problems were acute or 



bccauBc tliu condition had been 'li-ignosod and/or under troatmunt 
prior to l:ho coll ,:ihora1;.i vr^ afioi;!:. . 



Of the chilciroji roporlod an Li^eaboci, howc?vor ^ 8^802^ or , 
v/erG Head StarL onroJlnoH, For the solectod ]jrojacts^ 2,103 
childron v/cro troated, ol v/hich ovar 96i, wjre enrolled in 
Head Start at thaL time. 

Ueqionally, there were several areaH which taKCoedod the 
national rate oJ: scrGonGd childron who v/ere treated, v;ith 
Region V] registering the highest at 20'^, The next highest 
were the IMPO projectB at 19?^. The lowest percentage rate 
was in Rogiun TIl (4';^). 

S e 1 e c L e d Proj ^e c t s 

In the selocted projects, 2,008 Head Start cliildren, or 30 o 
of; those screenecU wore rejjortod in receipt of treatment of 

services, witli 21 projects repoirting* njugone, wtHch had 
indicated that L5 iiCr: 1 Start children were diagnosed, reported no 
Head Start children treated* Cleveland's Head Start population 

(1,324 ) constituted the niajority of the children treated; tho 
next hT'hest was Amarillo with 14 8. 



Over half of th^ Head Start children were Jreviously enrolled 
in the program, but most of this groups came from the Cleveland 
project. Mo£it of the projects (16 out of 21) reported chat 




the majority of the Head 



Start children treated had not' been 
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TliG majority (SG.) of llGnd StniM. nhi. Iclren urea tod warG, 
hov/civor, either inolj,giljle for iv^'licnid or their ntatus was 
unknown. Tho Clavnland and Ainarillo projectB nccountnd for 
most o0 these chilclron, but AiriCjston^ Lubbock^ Appleton and 
Li Cen tro ai jpor tod moi^a ch i. Idrcn as Mudicaid inoliy iblo 

or status nnknowru NIoBt of tho projoctH r*-:]|)ortad the 
majority ' tiioir Hoad Start children as Medicaid certi tied.. 

As v^as the cadG with diagnostic &ervices receivGd, thoru 
were fcv/ (95) nori-^Hecid Start children reported as treated ^ 
and those constituted 17': of the total non-llead Start popula-^ 
tion scroened this year. There was an increase to 13 for 
the number of projocts reporting non^tlead Start children in 
this cateqory r-oinparGd to those reportinq diagnostic services 
(9). Cleveland again accounted for the majority (58) of the 
non-Head Start children treated. Leorninster was next highest 
with g. Most of the non-Head Store children (91 KMxt of 95) 
had not previously been enrolled in Head Start. The majority 
of the non-^Head Start cliildren (845) wore Medicaid certified 
and niost of these (67) were siblings of Head Start enrolless. 




Children Treated by Type of Unit Service (D) 
Arfgreqate TotaJjs 

Thero were 23/655 units of treatmeiit services provided to 
children nationally duifivng the year; which would suggest 
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that on the average? each chiltl 'i = ofit:Gci irccaivQcl 2.6 unihn ot: 
services . 

2 8 , n '] ^^^^ ( f; r i^a tuwnt \M\its} 

- 2.6 ( bi:oat:iaan I: uiiiliJ^i nor child) 

ID ; 799- (chi Iciren treated j 

Acu te/chrnnic treatment was by far the moHt predominant type of 
service provided at of the total (24,015 out of 28,G55). 

Sur qical/corr ec tive treatM^ent was the least prevalent service 
provided during the year 2,149 units of service. For" jther'* units 
2,491 B'^ch services wero repo:M:ed. 

Most (84'o) of the ac)i te/chron ic treatment units, wore ^ i ve.e^ 
to Head Start children. At the selected project level, an even 
greater proportion (95 U of these services v/as yiven to Head 
Start children. Region rv had the highest number of acui; ' - /'chronic 
:^-rvicos provided: 10,657, or 40^ of the national total. 

ho lov/est incidence was in Region III, with 261 units reported- 
Interestingly, Hogion I provided a greater number of these 
units to non^llond SfvniM: clvUdren, 54" or 1,294 out of 2,:^97 units 
reported . 

The majority (88^) of the surgic al /c orrective units and 
"other" treatment units f79*S) v/ere also provided to Head 
Start children. This pattern he i true for the pelected 
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p]^ojoct:s and at the royic^nal . 
S e 1 o jjt e d P r q j ci c t s 

'Vhere vjon^ 10,139 uiiiLb o t: troatnicnt sorvicaB providod I:.q Head 
Start: children in tlie solGctod projects during the year* Using 
the formula cited above; tlUa moans that each Head Start child 
trented in the solectGd projects recaived 5.6 units of sorvica, 

or doubla the national rate. Acuta/chronic services were again 
thu mo::it prevalont (95?.) oC the total units provided. Only 
730 surqical/corrective units and 182 otha£ were reported 
for Head Start children. Nineteen projects submictcd data 
in this category, Fresno, while reporting Head Wtart 
children, providod no information on units of servico. 

Cleveland accounted ior '^ver tv-- ^ hirds of the a£H]i£?/£!li:9Jli£ 
:;jrvices provided, ^ind AmarilJo >.as next with 639. Trenton 
reportrKj the leasl, J 5. The majority (59?.) of these units 
went to Head Start children ^-^hn were previously enrolled in 
the program. Five pro jects-=Leominstcr , Worcester, Trenton, 
Dayton and Lubbock^-'repor tod no acu te/ cin :o ni c treatment 
units provided to [)reviousJ.y enrolled fli-ad Start children, 

M<^si- of the acu te/ctiuroiric units worc^ provided to Head 

Sta; t children v;:;o were either innjigible for Medicaid or 
whose status v/as unknown. Most of these were provided 
Head Start children in Clnveland, Amarii;e, Apieleton, : -trei, 
and Lubbock. The majority of the remaining projcctB, 13 out 
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of 19, .indicated that l:ha qro 



.;i'!*:;t proportion of thoso 



units wont to Moclicaid ccrtificai ilGad Start childron. 



FiftGon projects reported a total of 730 surcf ical/c orrec t ivg units 
of service being given to [lead Start ciiildren ( LGominBtGo: , WorcestGr, 
Baltiinorc, and Dayton d:i.d iiot ropojrt in thiw catcqory,) 

Over halt (541") of; thuKO units wont to previously Gnrollod 
Hoad Start c';.ildrefi, most of which wore in Cleveland, Like 
acu te/chrQni'c yorvicas, the niajority of s u r g 1 c a 1 / c o r r o c t i ve 
units wont to Head Start childirea reportod as Medicaid 
flj^lllt / with ClovQland ronrributing the largest number to 
this group (222 out ot 361) . Nine out of 14 projocts 
provided the majority of tiiosG units to Medicaid cci"^!. 
Head Start children, 

i!:ightGQn projects reported a total of 182 Other treatnuMit 
units bcinq received by Head Start children. Eight out of 
the eighteen projects had no previously enrolled Head Start 
child receiving jltlie r treatment UJiits. The majority of the 
children in Cleveland, on the other hand, were previously 
enrolled in thu puograiri. The majority (99 out of 182) of 
the O thor trea tmen t services wen t to Medicaid cer t i f ied Head 
Start ehiln r. = :i . 



ERIC 



184 



A tota] o!: 448 unil:B of: trOdtrn^ iM ' ^ravuiod to a- n-Unod 
Start children at n tate of 4.7 - h por ch i lu , rU i u at * r 
lowt^r than i:he rata for Hoad Ftart child on -^o" inuch iiiqhfM^ 
than the natiorv avorage for all childron, Ac uto/c h conic 
treatrn enL acjain constituted the major unit with a frequoncy 
ot 95^. This v/as comparable to the rate ro^^ ^rtod for fload 
Start childriDn. Only two units of SLur qjL c a 1 / c o ]: r €3 cjbi v g 
HorvicoH and nliu^teen O th or troatniont units v/ont to iion-HGad 
Start children* 

FourtQOn projects did not report any a cu tG /chro nic sGrvices 
beinq provided to non-Iicnd start childrGn; and f ivc---Woracs tcr , 
Cook County, Kingston, Lubbcck, and El Contro--had fivo 
or fewer childrGn in this group. Nearly all (96?,) of the 
non--lIead Start children receiving tliis kind of treatmGnt had 
not been in the program previously, A majority (84%) cf 
the non-ncad Start children were Medicaid nertified, and a 
preponderant nunibcr ( 333 out of 362) were siblings of Head 
Start onrolleeB. Onlv two pro jccts-^LGominstor and Apploton"- 
iei:)ortod acu te/chroaic units of service being received by 
non-Medicaid certified children not currently enrolled in 
Head Start. Tn this group of 33 children, 18 were sibliaqB 
of Head Start children. It should also be noted that for 
t:he:^e two projects the majority of treatment services went 
CO non^liead Start children. 
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AppLeton vms the only proiec^- ruijorting surcjical/corructive 
aervicGs being providGd to non-IlGad Start childrtsn* ThGae 
services WGrc pi^ov j-dad to Modicaid certified childi'Gn not 
puQviously anrollud in llaad Start, and neitliGr viaa a uiblinq 
oC a lload Start onrollao* 

Pivc pro jccts-^'-LoQmins ter , Cleveland, Appleton, Billings and 
Medi:ord-"rcported a total of nineteen units of Other treatment 
services Cor ncn--n^^ad Start children. Medford was the Iiighest 
with oighc units. Seven teen of the nineteen units were given 
to non--IIead 53 tart children not previously enrolled in the program. 
The nicijority of thesG sGrvices went to Medicaid certifiGd child-- 
ren, of which over 78 ^ v;ere reported to be siblings of Head Start 
children* 

Children Requiring Follow-ur (E) 

aggraga to IjO taj^ 

Less^than half (46" or 9,290 out of the 19,996) of the children 
diagnosed or treated natioaally required follow--up services. 

e vast inajority (89 were enrolled in Head Start in the selocted 
projects, and 43^'. ol: the children diagnosed or treated dU2 Ing the 
year needed further services, Rayionally, there v;as general ad-^ 
herence tu tho' national pat^Jirn exc.jpt in Regi^jn Vll, which i-iad a 
much lower iacic /Mice , childrer- needing £o1j.ow-u^- (23%) , whj lo 
riegion IX reported n arly ^^0% of its Giiil.r,en in this Ct teyor;. . 
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3 , 799 Hood Start childrGn in tv;Dnt:y-two enlcictod projects 
reportinq rocoivcid d iaqnos tic or treatniGn t sen: vices ciurinq 
this proqrain year a::> pari of t:ho collnboiMtivu offoj!.,. O! 
thoao , 1 , B 1 .3 or 4 7 V, rrn.|u L rod f c 1 lnw=-up sarv i CL'f:3 , The 
jiiqhoBt nuri'bo^r o 1: childrQu requiring sorvicoB ocaurrt^d 

in Cioveland (992) . The noxt liicrhos ^ ^ janville with 182. 
Eiqht projocts reportod riroatcr propor.^ons of childrGn 
noeding follow-^up than Mio averaqa rato Cor tho sonectod 
projGcts* Modford and Euqenu, on the other hand, indicated 
that most or all of the Head Start children diagnosed or 
treated did not need fol low-up » 

Mo5Ht (647,) of the Head Start chLldren naeding follow-up had 
not boen in thu proqram proviously. Of the twenty- two 
project;:, five had no previous cnrolloos anioncj lload Start 
children n^jedinq follow-^up. D^ort Peck was the only project 
witli a greater uruportion o 1: previouHly enrolled Head Start chil^ 
drcn among tlrls group. Less than hair of the Head Start children 
(853 out of 1813) were Medicaid cerrifiod, although most of 
the projects repor^ that over 50?, of tiiuir Head Start 
children need ing f ol low-- up were cer ti f ied . 

Only 28". (56 out of 194) of the non-'Head Start children diagno^yOd 
or treated during the year roquired follow-up services* Of 
the fourteen projects reporting . cai-^Ilead Start clii]=dren 
diagnosed or treated, f i vc-^Bal timore , Cook County, Dayton^ 
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Lubbock aiKl Ccn l:ro--=s babod thit. noim ol: tho n^iijdren nGO/lad 
folloW'-up . 



FiCbh '-ut of the 56 non-ilcad Start childrGn in thin group had 
nn\- in tha prorjram previounly, A majority '4:' out of 56) 

■ Mi'ii id corhidMnd and siblings of: liGad Star-; ;aroilaOH 
1.1 . 56) , 



2 . Co nc.Vu 3ions_ on Rocol pL oi: Diagnostic and Troatmc rit Sorvic^; j 



a. Pov/ children vjore diagn dad or trGatcd coiapared to 
tho numbar of. scrGoninga rsporhcjd. Daba v/., ." un- 
availablo on th^ naburo of tlio ^^creoningd or medical 
findings, bo no conclusion can ha drawn about tho 
reason for such a lov/ incidence^ i.a/, whothGr such 
data refloGty a healthy child population or ahorb-- 
coniings in the healbh care system. 

b. Head Sbarb children constitute an ovarwhelming 
majority both of children diagnosed (85v.) and 
brcatud (313) nationally. This may be attributed 
Lo their accessibility bo continued health care 
bhrough tlieir uarbicipa tion in Head Start, since this 
incidence axceuds Mia of IFoad Starb children 
parbicipa ting in tho collaborative efforb overall 
(Table I-Anpc^ndiK A) . 

c. Acuto/cliron Ic brL-aiMuont jervices were by far btio 
provalonb bypc. of service p^-.^ ^ i to Head Start and 
non--IIead Start children a^' ^ lis pattern held 
true both at the national . . the individual 
selected projects Icvoi. 

d. J. s than half of the Ucnd Start ';hildren in btio 
selected projects receiving dingnosbic or treabmunr 
services v:ere Modicaid certified. The creator pros- 
per bion was eitlv^r ineligible or of unknown status , 
which may reflect adniinis trative lag. ''"''e Targe 
numbGr of children in Cleveland tended, hov, avei; 

to skew tho data po: :.aining to the behavior of in- 
dividual Belectod projects. 
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on chG ot:hor hand, the ;-i;jority of non-IfGad Start 
children diagnosad or trDated ware iLedicaid certified 
and Giblinys of Ilaad Start Gnrolloos, This finding 
again hiqhiights the need for the par ticipatinq 
projects to as^-ign priority to dGlivering EPSDT 
ri'irnbursable yervicos *^o familieB of Iload Start 
children rather tiian to the goneral coimTiunity, 

f. Approxiniatoly one half of the head Start children 
nationally and in the selGCted projects required 
follov/-up SGrvicOG. There v/as a much lower incidence 
(28'';) of such need among non-Head Start children. 
Again, due to insufficient data no conclusion can 
bo drawn regarding the relative health status of the 
tv.^o groupB , 



' ' ^"-kSjiSP y ^ s A^n ^J^ecci^p t of D iagnos t i r . i n d 
TruaU-lenL of Soivlcc^ ~ ~ ^ ~^ 



a. The focus on this evaluation study in oi; ::he operational 
oL -r'tiveness of the Head Start EPSDT Collaborative 
:A.ort; thus data pertaining to the nature and quality 
of oalth service provided was not obtained. Hov/ever/ 

ther studies can provide difinitive information on the 
^ A * h stacus if [lead Start enrollees and their siblings^ 
th ',Aont tli: ': mGdical s.;:rvices are provided/obtained, 
an^: M ^ali^. of such services. 

b. Study ...nta indicate that there are no linear relation- 
ships between screnriingf diagnosis and treatment as 
received by children in the pfogram. Further studies 
can pinpoint the efficacy of broadscale screening, parti-- 
cularly a preventive health measure^ if there is 

not ao ^-Tuate proviBions for diagnosis and treatment, 

c. The prevalence of acute/chronic treatment as a unit 
of SGrvi:es can serve as an indicator of tha kind of 
medical care arrangement that can be most feasibly 
provided/obtained by Mead Start, Several factors, Buch 
cis available program resources ; availability accessi- 
liility to comniun^.ty health services; or provision of 
iiPSDT services, A rGview of state nPSDT plans can 
identify ^reas for ^policy change that will allow for 
additional treatrnent services to assure continuity of 
care* A first step is enlarging available resources. 
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Continued MGdicaicl eligi;,:ili ty can be a critical 
factor in do tormininy whcsthar children can be 
Gnsuicd continuity of health care, particularly 
in those instanceE where there is need for treat- 
mGnt of a medical problem detected during screening. 
Additional information would greatly assist 
consideracions of policy, since it would be helpful 
to J:no\v hov: many ciiildren actually failod to recaivo 
adequate diagnosis or traatment services because their 
Modicaid eligibility had lapsed. 
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Table CTl-Bl (Cont'd) 
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C. RECEIPT OF DENTAL SERVICES 
1. Analysis of Findings 

Children Receiving Dental Sorvices (C) 
Aggregate Totals 

Nationally, 48^897 childrGn were reported to have received 
dental services during this year. This total represents a four- 
fold increase over those reported to have received such services 
prior to the collaborative effort (See Table V in the Appendix.) 
The Head Start projects undoubtedly made a major effort to 
ensure that children invorved in the program obtained dental 
care. This concentrated effort can be attributed primarily to 
two factors: compliance v;ith Head Start Performance Standards, 
and a heightened sensitivity to obtaining health services for 
children, which the projects viewed as the major objective of 
the collaborative effort* 

Of the total group of children receiving dental services, 87%, 
or 42,365, were Head Start enrollees* For the selected projects, 
there was an even greater (five-fold) increase (6533 this year, 
from 1253 previously) of children receiving dental services. Of 
these, 93% were in the Head Start program at that time. 
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At the trsgional level, the grontGst incareases from the 
previous reporting period occurred in Regions I, IV, St V with 
ratios of seven to one, six to one, and six to one, respectively* 
In Region III, on the other hand, there was a 191 decrease from 
the previouB year in the number of children receiving dental 
services. 

Selected Projects 

Twenty-two projects reported a total of 6,167 Head Start 
children receiving dental services this year. As noted above, 
this is a five--fold increase from the previous year (nineteen 
projects reporting at that time) * Cleveland again had the 
highest number of children (2,284, and Amarillo v/as next with 
609, 

The majority (627) of the Head Start children receiving dental 
services had not been previously enrolled in the program. Two 
projectS"-Trenton and Eugene-^-indicated that none of their Head 
Start children were previously enrolled, while three 
projects^-Baltimore, Cleveland and Fort Peck^ — reported that the 
majority of children had been enrolled in Head Start prior to the 
collaborative effort • 

One half (50%) of the Head Start children were Medicaid 

certified, but an almost equal number were either ineligible for . 
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Medicaid or of unknown status* Fifteen projects reported 
a majority of the Head Start children receiving dental services 
as Medicaid certified, with Springfield stating that all its 
children werB certified (in Paterson, all but one was certified) . 
Seven projects had a majority of their Head Start children 
reaorded as Other, with Fresno indicating that all of its children 
were in this category* Most of the 130 Head Start children not 
Medicaid certified came from Cleveland and Ainarillo. 

Sixteen projects reported a total of 36 6 non^Head Start child-- 
ren receiveing dental services. This represents about twice as 
many as repc^^ted previously (nine projects reporting at that 
time) f but the gain is not as great when compared to the 
increase for Head Start children or the national average. The 
highest number of non^Head Start children in this category 
were accounted for in Cleveland (225) ^ while Cook County and East 
St* Loui.^ were the lov;est with two each. 

Of the 16 projects reporting^ eight stated that none of 
their non-Head Start children had been in the program previously. 
In fact, no previously enrolled children were included among 
the vast majority of non-Head Start children receiving dental 
services (339 out of 366). 
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About 9 01 of th© non-HQad Start" children in this category were 
Medicaid certified^ and the majority of these (280 out of 328) 
were siblings of Head Start enrollees. Seven projects reported 
that all non-^Head Start children receiving dental services 
were Medicaid certified and the majority or all of them were 
siblings. In the case of Baltimore, hov/ever, all of its Medicaid 
certified non-Head Start children were not siblings • 

Cliildren Treated By Types of Units of Service (D) 

Aggregate Totals 

The projects were asked to indicate the frequency by v/hich 
children participating in the Collaborative Effort received 
dental assessment , i*e*, formal screening as preventive carer 
and treatment services. Nationally^ the total units of dental 
services provided were 53r683^ of which assessment constituted 
the greater proportion^ 56%* However for the selected 
projects^ the total units provided were 15/073^ of which 
56% were treatment services * There is no information to 
account for this difference except the probability that the 
selected projects may have placed special priority on obtaining 
treatment services under the assumption that these had greater 
health significance. All the regions except Region IX reported 
that the number of assessment" services provided eKceeded 
treatment r but in three — Regions IV, VII; and IX the margin 
was minimal. 

223 



VT-64 



The number of dental service units provided per child is not as 
great compared to the medical services average. Nationally^ 
each child received a little over one unit of dental services 
and in the selected projects the rate increased to 2,3, again 
reflecting more concentrated activity by the projects. 

Head Start children received the vast majority^ (89) of the 
assessment services provided nationally. The largest number of 
units given in a region occurred in Region IV v;ith 9,375 
units reported (33% of the national total) , but Region III 
had the greatest proportion of assessment units being 
provided to Head Start children (1,060 out of 1,066). Region K 
meanwhile provided more dental assessment services to non-Head 
Start children. 

For dental treatment services, Head Start children again 
received the greater proportion (89% of the units provided) . 
Region IV again reported the largest number of units provided^ 
9,026 or 40% of the total 22,156, while Region III had the largest 
number of units relative to Head Start children. Five other 
regions--I, V, VII, IX and the IMPD projects—also indicated that 
the overwhelming majority of dental treatment services v/ent 
to Head Start children. Region X again had the greater proportion 
of these services being provided to non-^Head Start children. 



ERLC 224 



V.l -65 



SeleGted Projectg 

The twenty-two projects reporting stated that a total of 14,0 66 
units of dental services v/ere provided during the year to Head 
Start children at a rate of 2,3 per child* For the total 
group of children r treatraent services v/ere more prevalent. 
However, nine projects did rc lort a greater proportion of 
dental assessment , rather than traatment services, being 
provided to Head Start children. 

Of the 6,117 dental assessment services provided, 62% (3,853) 
went to Head Start children not previously enrolled in the 
program. Three pro jects-^-Leominster , Trenton, and Eugene — 
reported that none of their Head Start children were previous 
enrollees. Four others, hov/ever^-^Baltimore, Cleveland, Fort Peck 
and Fresno^ — repored previous enrollees in the majority. 

One half (50%) of the Head Start children receiving dental 

assessment w ere Medicaid certified, and the rest (2,960 

out of 6,117) were primarily Medicaid Other . Four projects-^ 

Trenton, Paterson, East St, Louis, and Springfield—had 80% ' 

or more of their Head Start children listed as Medicaid certified, 

Lubbock, Cleveland, Kingston and J^marillo had Medicaid Other in 

the majority. 
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Cleveland had the largest number of dental treatment services 
provided (3^692 out of 7,949)* Amarillo was next with 589. 
The majority of these services were provided to children not 
previously enrolled in Head Start, However, in Cleveland, 76% 
of the children in this category were previously enrolled. 

Less than half (49%) of the dental treatment services went to 
Medicaid certified Head Start children. In two projects-"-- 
Paterson/ and Springfield—all of the Head Start 
children receiving dGntal treatment services v;ere Medicaid 
certified. On the other hand, five projects-"-Cleveland, Kingston^ 
Lubbock, Amarillo and El Centro-^-indicated that a greater number 
of the Head Start children v;ere either ineligible for Medicaid or 
of unknovm statua • 

Non^Head Start children v/ere provided with 1,007 units of dental 
services (with a total of siKteen projects reporting) , for a rate 
of 2-1 per child. Treatment ,, as in the case of Head Start 
children, was again the most predominant service provided. But 
for non^Head Start children, the percentage rate was higher at 
70% than that reported for Head Start enrollees. 

Of the 364 dental assessment services provided, 93% were given 
to non'-Head Start children not previously enrolled in the program. 
Sixteen projects reported dental assessment provided and nine of 
them stated that none of the non-Head Start children receiving 

V 

t 
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such services v/erG previous enrrillees, Worcester and riedford 
did, however, have a grGater nurt^er of these children pareviously 
enrolled, 

A great majority (86%) of the dental assessment services went 
to Medicaid certified non-Iiead Start children, and the majority 
of these were siblings of Head Start children* Most of the non- 
siblings were also Medicaid certified, but the majority of non-- 
Head Start who v/ere Medicaid Other either had no kinship 
relationship to Head Start children or were of unknown familial 
relationsliip. 

Eleven projects reported a total of 643 dental treatment services 
provided, of which 94% went to non-Head Start children not 
previously enrolled, * Seven projects stated that none of the 
non-Head Start children in receipt of dental treatment were 
previous enrollees, \^ 

Most of the dental treatment services were provided to non-^Head 
Start child-ren who were Medicaid certified (603 out of 643) * 
More than three-fourths of these (79%) were siblings of Head 
Start enrollees. Cleveland accounted for 4 55 off the Medicaid 
certified non-Head Start children, of which 451 were siblings. 
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Cases Completed (E) 

Aggregate Totals 

Only 40% of the children receiving dental services (20,042 out 
of 48,897) had completed services. Of theBe, 90% or 18,104 
were Head Start children. For the selected projectB, a much 
greater proportion of cases (91% or 5948 out of 6533) was re- 
ported as completed. Two regions had rates of completion which 
far exceeded the national average^-'Region III with 891 and 
Region IX with 60%. Two other regions had relatively low per- 
centages of cornpleted cases-='-Region I, 26%, and the IMPD projects^ 
37%* All regions reported that most of the completed cases rep-- 
resented Head Start children. 

Select ed Projects 

All 22 projects reported cases of dental services completed, for a 
total rate of 90%, or 5591 out of the 6167 Head Start children 
receiving such services. Of these, 38% or 2156 of the children 
were previously enrolled in Head Start (Cleveland accounted , 
for 1,597 of this group). Twenty--one o£ the 22 projects, however, 
had as a majority Head Start children who were not previously en- 
rolled,^ and in three^Leominster , Trenton and Eugene^none were, 
previously enrolled. 
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Less than half, (49%) of the cases completed were of Medicaid 
certified Head Start children. However, 15 projects reported 
a majority of the children as Medicaid certified. Amarillo and 
Fresno^ however, had a greater nuraber of Medicaid Other « 

Almost all the non-Head Start children receiving dental services 
(357 out of 366) had completed cases comparable to the experience 
of Head Start children. For the completed group, a majority (328) 
were not previous enrollees. Eight projects ^ however, reported 
a majority of previous enrollees. Again, a major portion (87%) 
of the non-Head Start children with completed cases were 
Medicaid certified and the majority of these were siblings 
(272) . Baltimore had the greatest number of non -siblings not 
part of the Head Start program and they were Medicaid certified. 

Cases Requiring Follow^Up (F) 

Aggreg ate Totals 

The majority of dental services cases required follow-up i 59% 
or -28,908 out of 48,897* Of these, 83% were Head Start children. 
For the selected projects, 9%, or 638 out of 6,533 children re- 
ceiving dental services needed further assistance p Three regions 
exceeded the national average — 'Region I at 73%; Region II at 67%; 
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and Region VIII at 60%. Region III, on the otber hand^ listed 
only 10% of its total children receiving dental services as being 
in need of follow--up. 

Selected Projects 

Pew of the Head Start children^ 10%, or 613 out of 6,167, receiving 
dental services in the selected projects needed follow-up. 
The largest number of Head Start children reported in this 
category occurred in Dayton (176); with the next highest being 
Fort Peck (122). Interestingly, Cleveland, which had the highest 
number of Head Start children treated (2,284); stated that none 
needed follow-up. 

Four out of five children needing follow-up had not been pre - 
viously enrolled in Head Start , This pattern held true for 
all projects except Baltimore and Fort Peck; where the majority 
of Head Start children who needed follow-^up were previous en- 

rollees. ApproKimately 60% of the Head Start children who needed 
further services were Medicaid certified. In Cook County, 
Billings and Port Peck, the number of Head Start children 
Medicaid certified and the number of Medicaid Other were al- 
most equally divided 
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Some projects reported a total of 25 non-Head Start children 
needing follow-up. This was less than 1% of the total number 
of such children receiving dental services. Of this group, 
20 were not previously enrolled and 17 out of 25 were Medicaid 
certified. The projects reporting in this category were Trenton , 
Paterson^ Kingston^ East St. Louis, Dayton, .Appleton and 
Eugene, 



2* ConGlusions on Receipt of Dental Services i 



Head Start projects were markedly successful 
in obtaining dental services for children 
participating in the collaborative effort 
this year, as evidenced by the fourfold increase 
from the period just prior to the program. The 
selected projects and all regions except Region 
III had increases conparable or better than the 
national average* The increase was not as 
dramatic for non^Head Start children, however. 
Again, it is clear that the projects made an 
intensive effort to provide dental services for 
participating children even if they had to pay 
for the services out of Head Start funds. 

Dental assessment rather than treatment tended 
to be the type of service provided more frequently, 
although the situation was reversed in the selec^ 
ted projects for both Head Start and non-Head 
Start children* The selected projects undoubtedly 
concentrated their activities on providing treat^ 
ment, which they may have perceived as a better 
way of meeting the requirements both of the Perfor- 
mance Standards and the EPSDT Collaborative Effort, 

Less than half of the children receivinc riental 
services nationally had their cases completed, 
while in the selected projects the overwhelming 
majority of dental cases for Head Start and non-^ 
Head Start children were completed. The experi-- 
ence of selected projects most likely reflects the 
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impact of the collaborative affort on the projects. 
Because of their selective status these projects 
were aware of being under intensive review.. Since 
individual child data was being compiled they had 
greater sensitivity to the need for expediting 
health care for participating children. 

The majority of Head Start children receiving dental 
services^ including assessment and treatment, were 
either ineligible for Medicaid or of unknown status 
while non^Head Start children were primarily Medicaid 
certified , As noted in similar instances , this data 
may reflect delay by the projects in securing certi- 
fication for Head Start children and may also indicate 
a concentration on providing services to the siblings 
of Medicaid certified Head Start families. 
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DENTAL SERVICES BY AGGREGftTED TOTALS ' 

Tabli KVI-C 

■ KL. 





h 


B 


C 




CHILDREN PAF.TICIPATING 
CUMULATIVE 


CHILDREN RECEIVING 

PREVIOUS DENTAL CARE 


CHILDREN RECEIVING 

DENTAL 'SERVICES 




1 


2 


3 


1 


2 


3 


1 


2 


3 




TOTAL 


HS 


NHS 


TOTAL 


HS 


NHS 


TOTAL 


HS 


NHS 


NATIONAL 
TOTALS 


52,189 


38,912 


13,277 


12,537 


11,243 


1,294 


48,89? 


42,365 


6,532 


SELECTED 
PROJECTS 


9,561 


5,691 


3,870 


1,253 


1,066 


187 


6,533 


6,167 


366 


OTHER 
PROJECTS 


42;628 


33,221 


9,407 


11,284 


10,177 


1,107 


42,354 


36,198 


6,166 


REGIOH: 

I 


4,555 


2,444 


2,122 


589 


444 


145 


3,535 


2,232 


1,303 


II 


4,358 


2.636 


1,732 


970 


772 


198 


4,741 


3,584 


1,157 


III 


2,810 


2,416 


394 


823 


744 


79 


670 


580 


90 


IV ■ 


9,420 


7,373 


2,047 


2,556 


2,292 


264 


13,959 


12,128 


1,831 


V 


7,196 


5,194 


2,002 


1,242 


1,059 


183 


5,640 


6,160 


300 


VI 


13,119 


12,178 


941 


4,101 


3,964 


137 


11,234 


10,483 


751 


VII 


l,i§3 


1,652 


241 


477 


450 


17 


2,090 


2,082 


8 


VIII 


4,674 


3,284 


1,390 


1,223 


1,053 


170 


3,807 


3,316 


491 


IX 


694 


557 


127 


84 


74 


10 


441 


386 


55 


X 


3,449 


1,158 


2,281 


472 


381 


91 


1,960 


1,414 


545 


*1MPD 


1,887 


1,139 


. 748 


388 


360 


28 


2,368 


2,183 


185 



■ * Not included in totals . Miounts ari dlspsrssd throughout the various rigional totals. 
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DENTAL SERVICES M AGGREGATED TOTALS 

Table XVI-C (Continuid) 





D 


I 


P 


CHILDREN TREATED M TYPES OP UNITS OP SERVICE ' 




COMPLETED 


CASES 

REQUIRING 
fOLLOW-UP 


(I) 

ASiESSMENT 


(ID 
TREATMENT 


CASi 


1 2 3 


1 2 3 


1 2 3 


12 3 . 


TOTAL 


lis 


NHS 


TOTAL 


HS 


NHS 


TOTAL 


HS 


NHS 


TOTAL 


HS 


'NHS 


NATIONAL 
TOTALS ■ 


_ 31, 102 


'27, 873 


3,229 


22, 5B1 


20, 301 


2,280 


20*042 


18 104 


1,938 


28,855 


24(261 


4 ,594 


SELECTED 
PROJECTS 


6,481 


6,117 


364 


■8^592 


7,949 


643 


5,948 


5,591 


357 


585 


576 


Q 


OTHER 
IROJICTS' 


24(621 


21,755 


2,865 


13^989 


12,352 


L637 


14 ,094 


12 .513 


1 581 


'38 27n 


£ j ; Q y J 




SEGiON: 

I 


1,651 


1,435 


216 


922 


881 


41 




7fil 


1^7 




1 471 


1 1 3fi 


II 


2,818 


2 569 


249 


1 409 


1 298 


111 


1 565 


1 4 4 Q 


11 fi 


3 1 67 


? 1 3^ 


1 ndi 


III 


581 


512 
•J J. 


59 


327 


323 




Q y 4 


3 T J 






37 




IV 




S 112 


1 263 


3 1 W £ U 


7 asB 


1 141 


fi IBS 


5 417 


771 


7 771 


AT 1 


1 HAA 
1 UOU 


V 


4,337 


4,084 


253 


2,107 


2,048 


59 


2,494 


2,424 




3,966 


3,736 


229 


VI 


7,612 


7,031 


581 


4,4S6 


4,114 


372 


4,573 


4,292 


281 


6,651 


6,191 


470 


vn 


1,066 


1,060 


6 


1,003 


994 


9 


883 


87§ 


5 


1,207 


1,204 


3 


VIII 


2,121 


1,916 


205 


1,450 


1,312 


138 


1,489 


1,297 


192 


2,318 


2,019 


295 

• 


IX 
K 


243 


223 


2C 


218 


192 


25 


268 


248 


20 


173 


138' 


35 


1,298 


931 


367 


1,533 


1,254 


279 


1,053 


: 796 


257 


907 


618 


289 


r *iMPD 


1,230 


1,179 


51 


808 


781 


27 


886 


838 


48 


1,482 


1,345 


137 



* Not included in totali, Amounts a^e diipersia thsoughsut thi virioui regional totals, 
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. SELECTED 
PROJECTS 
BY 
STATE 


A 


CHILDREN 
PARTICIPATING 
CUMULATIVE 






TOTALS FOR 

RFir.ErTEn projects 


5,691 


3,870 


MASSACHUSETTS (I) ^ 
Leominster 


264 


71 


Worcester 


464 


279 


NEW JERSEY (11) : 
Trenton 


282 


102 


Toms River 


129 


40 


Paterson 


190 


210 


MARYLAND (III) ■ 
Baltimore 


488 


137 


MISSISSIPPI (IV) I 
Cleveland 






TENNESSEE (IV) i 
Kingston 


167 


94 


ILLINOIS (V) t 
Cooks County 


499 


407 


East St» Louis 


458 


155 


Danville 


282 


-0- 


OHIO (V),i 
Cincinnati 






Dayton 






TEXAS, (VI) ! 
Lubbock 


112 


3 


Amarillo 


896 


45 


Laredo (IMPD) 






MISSOURI (VII) I 
Springfield 


515 


106 


Appleton 






MONTANA (VIII) : 

Billings 


147 


20 


Fort Peck (IMPD) 


344 


-0- 


Blackfeet (IMPD) 


174 


450 


CALIFORNIA (IX) : 
El Centro 






Fresno (IMPD) 






OREGON (X) ! 
Medford 


152 


1,650 


1 Euqene 


128 


101 
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DENTAL SERVICES FOR HEAD START AND 'NON-HEAD START CHILDREN 

BY SELECTED PROJECTS 
Table XVI-Cl (Cont'd) 



SELECTED 

PKOJECTS 
BY 

STATE 


B 


CHILDra REVIVING PBEVIOUS DENTAL CARE 


TOTAL 
(1) 


PREVIOUSLY 
ENROLLED 

(2) 


NOT 
PREVIOUSLY 
ENROLLED 

(3) 


i^lEDICAlD 
CERTIFIED 

(4) 


NOT 
MEDICAID 
CERTIFIED 

(5) 


OTHER 
(6) 


5 

a 

HS 


k 

D 

NHS 


a 

HS 


h 

NHS 


a 

HS 


D 

NHS 


a 

HS 


NHS 


3 

B 

HS 


u 

NHS 


□ 

HS 


b 

NHS"- 


TOTALS FOR 
SELECTED PROJECTS 


1(066 


187 


N/A 


■N/A 


N/A 


N/A 


659 


175 ■ 


13 


2 


394 


6 


MASSArHUSETTS il) • 


4 

'59 


-0- 


N/A 


N/A 


N/A 


N/A 


2 


-0- 


-0» 


-0- 


2 


-0- 


ItorcestGr 


2 


N/A 


N/A 


N/A 


N/A 


26 


2 


1 


-0- 


32 


2 




5 




N/A 


N/A 


N/A 


N/A 


4 


-0- 


.0-- 




1 


-0- 


Tonis River 


2 


-0- 


N/A 


N/A 


N/A 


N/A 


2 


-O- 


-0- 


-Q- 


-0- 


-0- 


Patorson . " 


3 


68 


N/A 


N/A 


N/A 


N/A 


3 


66 


-0- 


2 




-0- 

"0- 


MARYLAND (III]: 
Baltiniore 


183 


18 


N/A 


N/A 


N/A- 


N/A 


126 


17 


-0- 




57 


Cleveland 
























TENK^-^SEE (TV) ' 
Kinqston 


91 


28 


N/A 


N/A 


N/A 


N/A 


29 


28 


1 


-0- 


61 


-0- 


ILLINOIS (V); 
Cook County 


195 


-0- 


N/A 


N/A 


N/A 


N/A 


115 


-0- 


-0" 


-0- 


80 


-0- 


East St. Louis 


22 


-0- 


N/A 


N/A 


N/A ■ 


N/A 


20 


-0- 


-0- 


=0- 


2 


-0- 


Danville 


51 


-0- 


N/A 


N/A 


N/A 


N/A 


40 


-0' 


-0- 


-0- 


17 


-0- 


OHIO (V): 

Cincinnati 


























Dayton 






















- 





N/A = Information Not Avallabli 
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Table XVI-Cl jCont'd) 

" ' 1 — — - • - - - 



mmm mmmm previous dintai care 



PROJECTS 


(1) 


PREVIOUSLY 
ENROLLED 

(2) 


NOT 
PPIVIOOSLY 
ENROLLED 

(3) 


f-EDICAlD 
CERTIFIED 

(4) 


NOT 
MEDICAID 
CERTIFIED 

(5) 


OTKER 
(6) 


a 

HS 


b 


a 

HS 


b 

NHS 


a 

HS 


b 

NHS 


a 

HS 


b 

NHS 


i 

HS 


b 

NHS 


1 

HS 


b 

NHS' 


TEXAS' (VIJ : 
Lubbock 


2 




N/A 


H/A 


N/A 


N/A 


■0- 


-0- 


-0- 


-0- 


2 


-0- ■ 


tarillo 


65 


-0- 


N/A 


N/A 


N/A 


N/A 


10 




1 




46 


-0- 


Laredo (IMPD) 
























— 


MISSOURI (VII): 
Sprir.:: field 


UB 


4 




N/A 


N/A 


N/A 


118 


4 










Appleton 






















MONTANA (Villi : 
Billings 


48 


3 


N/A 


N/A 


N/A 


N/A 


^ ft 

28 


3 


0 




20 


-0- 


Fort Peck (IHPD) 


122 


-0- 


N/A 


N/A 


N/A 


N/A 


74 


■0- 


1 


..p. 


47 


-0- 


Bkckfeet (IMPD) 


10 


-0- 


N/A 


N/A 


N/A 


N/A 


5 


-0- 


"0- 


-0- 


-0- 


-0- 


CSLIFORini^ (IX] t 
El Cantro ^ 


























Fresno (IHPD) 
























OREGON (X): 
Medford 


48 


7 


N/A 


N/A 


N/A ' 


N/A 


31 


4 


1 




11 


4 


Eugene 


32 


. 57 


N/A 


N/A 


N/A 


N/A 


25 


' 53 




■ -0- 


7 


"0- 



N/A ^ Informition Not Available 
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Table XVI^-C (Cont'd) 



SELKCTED 



CHILDRIN RECEIVING" DENTAL SERVICES DURING PROGRAM YEAR 



PROJECTS 
BY 

STATE 




PPIVIOIISW 


NOT 
PREVIOUSLY 
ENROLLED 

(3) _ . 


MEDICAID 
CERTIFIED {4) 


NOT 
MEDICAID 
CERTIFIED (5) 


OTHER 
(6) 


TOTAL 
. _ Jl) 


ENHOI 
(2 


.LED 
) _ _ 


hs 


Non-HS 
a b c 


HS 


Non-HS 
a b c 


HS 


Non-HS 
a b c 


HS 


NHS 


lis 


NHS 


HS 


NHS 




■ 

C iJ 

0 'H 




,Q 

■A 


1 - . 

L M 

0 H 


ii 

Q 


n 
W 

■A 


- i ' 
c, n 


u 
0 


TOTALS FOR 

SaECTED PROJECTS 


6,167 


366 


^ m 


27 


_ 3J88 


339 


1,043. 


280 


34 


14 


133 


-0- 


2 


-0- 


JJ15 


10 


15 


9 


MASSACHUSETTS (I): 
Leominster 


10 


3 


-0- 


2 


10 


1 


6 


1 


-0- 


-0- 


1 


-0- 


1 


-0- 


3 


-0- 


1_ 


-0- 


Worcester 


369 


1 


3 


7 


365 


-0- 


. 255 




-0- 


7 


6 


.0- 


-0- 


-0- 


105 


-0- 


'Or 


-0- 


NEW JERSEY (ID- 
■ Trc-iriton 

Tonis River 


24 

161 


8 

-0- 


11 


-0- 


24 


. s 




_ 4 


-0- 


-0- 


-0- 


-0- 


-0- 


-0- 


4 


'4 


-0- 


150 


-0- 


lis 


-0- 


-0- 


-0- 


3 


"0- 


-0- 


-0- 


43 


-0- 


-0- 


-0- 


Patcrgon 


63 


5 


13 


■ -0- 


50 


5 


^ w 


5 


-0- 


-0- 


-0- 


'0- 


"0- 


-0- 


1 


-0- 


-0- 


■0- 


OTLAND (III): 
Baltiinore 


211 


25 
225 


130 


-0- 


80 


25 


140 


-0- 


23 


-0- 


-0- 


"0' 


1 


-0- 


69 




i 




•aSSlSSIPPI (IV): 
Cleveland 


2,284 


1,581 


1 


694 


. 224 


1,033 


220 


■0- 


5 


37 


-0- 


-0- 


-0- 


1,211 


-0" 


-0- 


-0- 


TENNESSEE (IV): 
Kingston 


128 


5 


21 


-0- 


101 


5 


^ 31 


5 


-0- 




2 


-0- 


-0- 


-0- 


95 


-0- 




•0- 


ILLINOIS (V): 
Cooks County 


582 


2 


168 


-0- 


412 


2 


349 


-0- 


-0- 


2 


4 




-0- 


-0- 


223 


-0- 






East St. Louis 


104 


2 


12 




92 


2 


85 


1 


-0" 


-0- 


11 




-0- 


-0- 


7 


1 






Danvilli 


286 


-0- 


84 


'0- 


202 


-0- 


178 


-0- 


-0- 


-0- 


3 


-0- 


-0- 


-0- 


105 


-0- 


-0- 




OHIO (V): 
Cincinnati 




















-0- 


















' Dayton 


288 


15 


1 


4 


237 


11 


174 


3 


5 


-0- 


-0. 


-0- 


-0" 


112 


5 


1 


■0- 
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BV SEMCTED PROJECTS 



Table XVI-Cl (Cont'd) 



PROJECTS 
BY 


c 


CHILDRI'N EECEIVINC CEim SERVICES DURING PMCM YEfiR 


CHILDREN 
RECEIVING 
DENTAL SERV, 

(!)■ 


EKRQUED 

(2) 


mi 
mnmvi 

ENriOLLCD 


MEDICAID 


MOT 
MEDICAID 
CERTIFIED (5) 


' OTHER 
(6) 




Non-115 
a b c 


HS 


Hon -lis 

Aha 


lis 


He; 




NHLi 


HS 


inis 


m 


NHS 


lis 


■H 




n 


SI 


1 . 
c a 

0 .H 


J 

n 


J 

•H 


1 

r 


TE.Vd iVi)-. 
Lubboch 


195 




4 


,0- 






37 






-D- 


•0- 










=0- 






609 


7 


67 


1 




1 6 


13 






■9- 


4S 


■0- 
,0. 


-0- 

-0- 




520 


Ilared^l (i'lPDl 


-0-= 




-0- 




-0- 


-0- 


=0: 








-0- 


'M. 


•0- 


'0- 




■0- 




i HISSC;:-! (VII); 


117 




B 


-0- 


m 


-0- 


117 


-0- 






„o- 


■0= 




■o- 






■1 




159 


3 


11 




14/ 


3 


10 








1 


-0- 


-0- 


=0- 


88 


-0- 




tmm (VXII); 


136 


- .. J 


4 


-0- 


m 


8 


03 


-0- 


-2 




-0- 


-0" 






53 


-0- 


Fort Pack (Li-^D) 


144 


-0- 


86 


'0- 


57 


-0- 


79 








1 


-0- 


-0- 


-0- 


64 


■0- 


-1 




,0- 


-0- 


-0- 




-0- 


, -0- 


=0- 


■0- 


•Q- 


-0- 


-0- 


■0- 


=0- 


■0^ 


'0- 


-0- 


H 


QLIFORillA (I-); 

Li Lent 10 


98 


_ . .. 10 


20 


1 


IE 


9 


25 


10 


■0- 


-0- 


14 


-0- 


-0- 


-0- 


50 


-o- 






4 




4 


-0- 








-O- 


-0- 


-0- 


1 


'0- 


-0- 


.Q. 




-0- 


■ 


OREGON (X); 
Madfotd 


113 


' 10 


30 


8 


83 


I 


15 


2 




■0" 


1 


-0- 


■0- 


,0- 


37 


-0- 




' Euqene 


82 


31 




3 




28 


64 


29 




-0- 


3 




■0- 




15 


-0- 




ERIC 
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DENTAL SERVICES FOR HEAD START MD NON-HEAD START CHILDREN^ 

BY SELECTED PROJECTS 



Table WI^Cl (Cont'd) 



D 

CHILDREN RIO WING LIIIS OF DENTHL SIRVICES BY TYFE OF /UNlTS OP SERVICE 



(ASSISSMEMT) 



PRCjECTS 
BV 


TOTAL 
(U 


PKVI0LI2LY 

. m 


MOT 

Efl?.DLLED 
(3) 


MEDICAID 
CERTIFIED (4) 


iJOT 
MlDtCAlD 
CERTIFIED (5) 


OTHER 
(6) 




a b c 




a b c 


KS 


No 

a 


' ,f, STATE 


lis 




— 


KiiS 


HS 


NHS 


HS 


a 


0 - 


n 


KS 


n 


r ■ 

0 -1 

r- 'A 


'J 

n 




1- 
t 






L 3M 


_2x249 


- 26 






3J12 


213. 


Jl 






.-0- 


■.^^ .1 




IM 


■O- 




HASSACliCSETTS (I)! 


1 


3 


-0- 


2 


. ? 


1 


1 

4 


1 


-0-_ 


"0- 






1 


-0= 


3 




369 


7 


3 


1 


365 


-0- 


256 


-0- 


-0- 


-0- 


6 


-0- 




-0- 


106 


-0- 




nf;;; jep:hy (ii) : 

Tr.r,: n 


24 


B 


-0- 




' 24 


8 


20 


4 


.0- 


-0- 


-0- 


-0- 


"O* 


-0- 


4 


4 


= 


Tor.G Rivof 


160 


-fl- 


11 




149 


-0- 


114 


-0- 




-0- 


3 




-0- 


-0- 


43 


-0- 




' Pat anon 


63 


5 


13 


-O- 


50 


5 


62 


5 


-0- 


-0- 




-0- 




-0- 


1 


■0- 


- 


■ :myla::d (In); 

i 

Baltiriot:'j 


210 


25 


129 


-0- 


80 


25 


139 


-0~ 


23 


-0- 


-0- 


1 


-0- 


69 






. ^;iSSI3SI?PI (IV): 
■ Clcvelancl 


2,281 


225 


1,579 


1 


693 


, 224 


1,031 


220 


^0- 


-0- 


37 

2 


-0- 




'0- 


1,210 


'0- 




TEfliiLsSEE (iV); 


126 


4 


26 


-0- 


100 


4 


31 


4 




-0= 


-0- 




'0- 


93 


-0- 


-1" 


miNOlS (V): 
Cooks County 


582 


2 


168 


-0- 


412 


2 


349 


-0- 




-0- 


4 


-0- 


-0- 


-0' 


223 


-0- 


-r 


i East St. Lnuis 


104 


2 


12 


-0- 


92 


2 


85 


1 


-0- 


-0- 


11 


-0- 


-0- 


-0- 


7 


1 


-I 


Danville 


261 


■0- 


74 


. -0- 


18? 


-0- 


15a 


-0- 


-0- 


•0- 


3 




-o> 


,0- 


99 


-0- 


-r 


OHIO 
Cincinnati 




































1 

Dayton 


287 


15 


1 


4 


286 


11 


173 


3 


s 


-0- 


-0- 


■0- 


-0- 


-0^ 


112 


5 





DENTAL SERVICES FOR HEAD STMT AND NON-HEAD .START CHILDREN 

■ BY SELECTED PEOJECTS 



Table XVI-Cl (Cont'd) 



PFOJECTS 
BY 
STATS 



CHiiDREH mmm units op dental seri?ices bv m of "units' of SERyici 



(1) 



IIS 



m 



PRIVIOUSLY 
(21 



KS 



VI) 
Li;bi3oc!; 



IlllS 



_LardQ (rHPD) 



; nlZyrM (VII); 

r 



field 



M 



Mi 



-0- 



wmm (yiii) 

Billinus 



ion Peck (i"PD) 



Jlackfeet (IMPD) 



144 



CAL"OSmA (IX); 
El Centro 



Frosno [:;.i?D) 



OR-GON "(X) ; 
Med f ord 

Eugene 



■0- 



3 



NOT 

PRiviOusiy 

ENROLLED 
(31 



flHS 



MEDICAID 
CERTIFIED (4) 



HS 



11 



J 



-0^ 



89 



111 



82 



-0- 



-0- 



-0- 



10 



J: 

31 



19 



■0- 



4 -0- 



30 



™J41 



riOT 

MEDICAID 
CEHTIFIED (5) 



Non-HS 



0 H 



_U2 



M 



:Q2 



iZ 



70 



-0- 



81 



82 



-0= 



-0- 



^1 



a- 



-0- .0- 



14^ 



-0- 



.0- 



J4 



-0- 



-0- 



28 



?4 



54 



10 



2 



it -0- 

"0- -0- 



^0- 



29 »0- -0- 



Non-HS 



0 -H 



4, 



OT-iEH 



HS 



^15 
•0: 



1 



-0- 



'0- 



'0- 



■0- 



11 



-0- 



,0. 



.53 



Ji 



Nor 



'0- 



-0" 



-0- 



•0- 



-0- 



-0" 



54 



36 



IS 



-0- 



VI-81 
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DENTAL SERVICES FOR HEAD START AND NON-HEAD -START CHILDREN 
. ■ BV SELECTED PROJECTS 



Table XVI-Cl (Cont'd) 



L' ELECTED 
BV 


D 


CHILDREN RECEIVING UNITS OP DENTAL SERVICES BY TYPE OP SERVICE 

(TREATMENT) 


TOTAL 

(1) 


mnomi'i 

(2) 


KOT 

mriomu 

, E;inOLLSD 
(3) 


MEDIQID 
CERTIFIED (4) 


NOT 
MEDICAID 
CERTirlED (5) 


OTilSR 

(6)' 


tlS 


a b c 




rton-ilS 
s b c 




a. 


STAT:: 

i 


J 




lb 


hi 15 


lie 




' n 


I 

0 H 


Ij 


HS 


,Q 

■H 

''^ 


0 ■"( 




HS 




1 


TOTALj rUK 
flE^.^CTF:^} P--','r)ijF!'°'T5 


7,949 


L_iAI 


1,317^ 


36 


..^4J11 




li803_ 


m. 


AL 






-0- 








6 


.tlASSACHUSmS (I): 
Leonii aster 




8 


-0- 


4 




4 


"8 


4 


-0- 




4 




-0= 


12 






Worcester 


513 


8 


3 


8 


506 


-0- 


363 


-0- 


-0- 


-0- 


15 


"0- 




-0- 


134 


:t 

6 


i 

«[ 


NEW JWGEV (IT); 


18 


5 




-0- 


18 


5 


12 


=0- 




-0- 




-0". 




•0- 


6 


tons River 


274 


-0- 


24 


-0- 


250 


-0- 


213 


-0- 




,0- 


_ 6 


-0" 




-0- 


55 


■0- 


-[- 


Pator^on 


16 


-0" 


4 


-0- 


12 


-0- 


16 


-0. 


-0- 


-0- 


-0- 
-0- 


-0- 


-0- 




■0- 


-0- 


mi 


;-:ARYLn::o (in): 

Baltii»ore 


107 


-0- 


59 


=0- 


48 


-0- 


75 


-0- 






-0- 


-0- 


-0- 


28 


-0- 


-1 


MISSISSIPPI (IV): 
Cleveland 


3,692 


455 


2,849 


-0- 


830 


, 455 


1,627 


451 


-0- 


-0- 






-0- 




2,031 


-0- 


-( 


TOJilESii-E (li'h 
Kinqston 


263 


14 


53 


-0- 


210 


14 


42 


14 


-0- 


-0- 


6 


-0- 


-0- 


-0- 


215 


-0- 


•i 


ILLINOIS (V): 


147 


-0- 


54 


-0- 


93 


-0- 


94 


-0=- 


-0- 


-0- 


4 


-0- 


-0- 


-0- 


49 


-0- 


-( 


LtiSt LDULS 


-0- 






-0- 


-0- 


-0- 


-0- 


-0- 


-0- 


-0- 


-Q- 




-0- 




■0- 


-0- 


-( 


D^n villi 


428 


-0= 


135 


. -0- 


293 


-0- 


237 




• 0- 


-0- 


12 


-0- 


-0- 


-0- 


179 


■o- 


-( 


OHIO (V); 
Cincinnati 




































DayEon 


32 


-0- 


-0- 


-0- 


32 


-0- 


24 




=0- 


-0- 


-0- 


-0- 


-0- 


-0- 


8 


-0- 





ERLC 



vi-aa 
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DENTAL SERVICES FOR HEAD START AND NON-HEAD START CHILDREN 
BY SELECTED PROJECTS 



Table XVI-Cl (Cont'd) 



D 



PF,0ulCT3 
si 

4 


ch: 


[LDRM RECEIVING UNITS OP DENTAL 


SERVICES BY TYPE OF SERVICE 

mmt) 


TOTAL 
(1) 


(2) 


flOT 
PREVIOLISLY 
E'iROLLED 

(3) 


HEDIGID 
CERTIFIED (4) 


;.'0T 

mimo 

CEHTiriED (5) 


orm 

m 




?lon-HS 
a b. c 


HS 


a h c 




Hon 

,5 h 


iis 


NHS 




Nils 


HS 


NHS 


HS 


a 


p ^ 






1 

c n 

0 -ri 

^ rr 






jo 


TEXAa (VI); 
Lubbock 


431 




8 


-0- 


423 




_ 48 


-0- 


-0- 


-0- 


-0- 


-0- 


-0- 




383 






toriilo 


587 


__± 


12 


-0- 


575 


4 


20 


-0- 


4 


-=0- 


59 


-0" 


-0- 


-0- 


508 


-0- 


-( 


Laredo (IM?0) 




-0- 


-0- 


-0- 


,0- 


-0- 


-0- 


-0- 


-0" 


-0- 


-0- 


-0- 


■0- 


"0- 


-0- 


Hir.:'.:n (virj: 

j'- : field 
Appleton 


323 


-0- 


23 


-0- 


300 


-0- 


323 


-0- 


-0- 


-0- 


-0- 


-0- 


-0- 


'0- 


■0- 


-0- 






8 


14 


-0- 


193 


8 


___ni 


-0- 


8 


-0- 


J_ 




-0- 


•0- 


92 


-0- 


-0: 


Wmmh iVla]: 
Billiniis 


175 


8 


6 


-0- 


169 


8 


lOB 




2 


-0- 




-0- 


-0- 


-0- 


67 


-0- 




__Fort Peck (IM?D) 


-0- 


-0- 


-0- 


-0- 


■ -o- 


"0" 


-0- 


-0- 


-0" 


-0- 




"0- 


-0- 


-0- 


-0- 


-0- 




Blackf?ot (IM?D) 


-0= 


_-0- 


-0- 


-0- 




"0" 


-0- 


-0- 


-0- 


-0- 


-0= 


-0- 


-0- 


-0" 


~0- 


-0- 


-0 


CALlFORi.'In (IX) .: 
El Ceritro 


81 


12 


9 


-0- 


72 


12 


27 


12 


-0- 




12 


-Q- 


-0- 


-0- 


42 


-o- 


-0 


Fresno (IMFD) 


-0- 

307 


-0- 


-0- 


-0- 


-0- 


-0- 


-0- 


-oJ-0- 


-0- 


-0- 


-0- 




-0- 


-0" 


-0- 


-0' 


OREGOIl (X! : 
Med ford 


16 


54 


12 


243 


4 


199 


4 


-0- 


-0- 


-0- 


-0- 


4 


■0- 


108 


-0- 




Eugone 


324 


104 


-0- 


12 


324 


92 


256 


104 


^0- 


-0- 


12 


- - 
-0- 


•o- 


■0- 


56 


-0- 


■0- 




VI-83 
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DENTAL SERVICES FOR [IF START AND NOK-HEAD START CHILDBBN 
BY , ..ECTED PROJECTS 



Table XVI^l (Cont'd) 



Himm 

PMJKTS 
BY 

STATE 


E 




CASES COMPLETED 




PREVIOOSLY 
IWKOIiED 


m 
mmmm 

ENROLLED 


MEDICAID 
CEKTIFIED 


MEDICAIU 
CERTIFII-D 


OTHER 


lis 


Non-llS 




Hon-iiS 




Non-H5 




im 


lis 


Nils 


HS 


fills 




J 

a 


h 


lis 


ii 

■H 

It) 


1 ' 

t: Si 


£ 

n 


IIS 




1 ' 


i) 

0 


TOTALS FOR 
JILKTED FROJBCTS 


5591 


31 


2156 


28 


3422 


328 


2678 


211 


33 


-0^ 


130 


-0- 


6 




27?l 


3 


15 


27 


MASSAClillSKTTS (I): 
LeoininstGr 


10 


12 




5 


10 


7 


8 




3 




1 


-Q- 


4 


-0- 


1 


-0- 


1 


-0- 


WorcGSter 


368 


10 


3 


10 


354 


■0- 


253 


-0- 


-0- 


-0- 


6 


-0- 


-0- 




108 


-0" 


-0- 


10 


MEW JEKEY in) I 


23 


7 


'0- 




23 


7 


19 


3 


-0- 


'0' 


-0- 


-Q- 




-0- 


k 


1 


-0- 


3 


Toms River 


166 


«0- 


13 




153 


-0- 


118 


-0= 




-0- 


3 


=0- 


-0" 










=0- 


Patcrson 


57 


3 


11 




46 


3 


57 


3 




*0- 


■0- 


4- 


-0- 


-0" 




-O- 


-0- 




mum (HI); 

Baltiinore 


172 


21 


110 


-0- 


61 


25 


115 


-0- 


23 




-0- 


1 


-0- 






1 


-0- 


'llSSISSiPPI (IV): 
Cleveland 


2293 


228 


1577 


1 


70? 


226 


1037 


221 


1 


'0- 


39 


-0- 


-0- 


-0" 


1214 


.0- 


-0- 


6 


TENNESSEE (W): 
Kingston 


128 




27 


-0= 


101 


4 


28 


4 


-0- 


-0- 


2 


-Q- 


-0- 


»o» 


98 


'-0. 


"0- 


-0- 


ILLINOIS (V): 
Cooks County 


553 


2 ; 


161 




390 


2 


337 


.0- 


'C- 




2 


=0- 


-0- 




2DS 


^0- 


-0- 


2 


East St, Loiiis 


37, 




9 




2B 


=■0- 


22 


<o- 


-0- 


=0- 


10 




-0- 


-0- 




.0- 


-0- 


-0- 




234 


-0- 


68 




165 


■0- 


140 








3 


-0- 


-0> 


-O" 


il 


-Q. 




-0- 


OHIO (V); 
CincinMti 






































Dayton 


112 


6 


1 


1. 


Ul 


5 


61 


3 


1 


-0- 


<]" 


-0- 


-0- 


"0- 


SOj 


1 


1 


-0- 
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I SERVICES FOR HEAD START AND EON-HEAD START CHIL^ 
BY SELECTED PROJECTS 



Table XVI-CI (Cont'd) 



SEIKCTED 
PROJECTS 
BY 

STATE 


E 




CASES CO^IPLETED 




PREVIOUSLY 
EKP.OJ,LED 


NOT 
PKEVIOUSLY 
ENROLLED 


MDICAID 
CERTIFIED 


HOT 
MEDICAID 
CERTIFIED 


OTHER 




Non-HS 




'lon-HS 




Non-HS 


lis 


fiHS 


HS 


NHS 


HS 




HS 




c £ 


£ 
0 


HS 




1 ' 

C ^ 

0 


,c 

+J 

n 


ilS 


-A 


c n 

2 W 


il 
0 


TEMS (VI): 
IjUbbock 


186 


1 


3 


-0- 


183 


I 


33 




-0- 




-0- 


-0' 




•0- 


153 


1 


-0- 


-0- 




586 


7 


61 


1 


525 


6 


42 




-0- 


•0- 


M 














•0- 


Laredo (IMPD) 


-0- 




■0^ 




-0- 




-0- 








-0- 
















MISSOURI (VII): 


117 
128 


-0- 


8 


-0- 


109 


-0- 


U7 




.Q, 


-0- 




.0- 


-0- 


-0- 


-0- 








Appleton 


2 


11 


-0- 


117 


2 


62 


'0- 


2 




1 








65 


-0- 




-0- 


mm'm (viii): 

Billings 


112 


a 


4 


-0- 


108 


B 


69 




2 




-0- 




-0- 


-0- 


43 




6 


■0' 


Fort Peck (IHrD) 


22 




12 


-0- 


10 


-0- 


18 


"0- 




-0- 


-0- 


-0- 






4 






'0- 


Black feat (IHPD) 




-0- 


-0- 


-0- 


-0- 


-0- 

■' ~- 


-0" 




-0- 


'0- 


-0- 




=0- 


=0, 


'0- 


-0- 


-0" 


-0- 


CALIFORNIA (IK): 
El tentro 


96 


10 


21 


1 


75 


9 


25 


10 






14 


'0- 




-0- 


57 


-0- 




-0- 


?iemo (IMPD) 


26 


-0- 


26 


-0- 


-0- 


-0- 


2 


"0" 


-0- 


-0= 


2 




"0- 


-0- 


22 


-0- 


-0- 


-0- i 


OREGON (X): 
Hedford 


114 


10 


30 


1 


84 


3 


75 


3 


-0= 


-0- 


1 




"0- 




37 


"0- 


-0- 


6 


Eugene 


51 


22 


-0- 


2 


SI 


20 


39 


2^ 




-o- 


2 




-0- 


-0- 


10 


-0- 


"0- 


-0- 



ERIC 



vi-as 
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mm smmu for head stast md non-head sikb mmm 
m smew psoJEcrs 



Tibli KVI-Cl (cont'd) 



SELECTED 

PROjECTS 
BY 

STATE 


I 


mw Requiring foeqw-up 


TOTAL 

(1} 


PREVIOUSLY 
EHROILED 

(2) 


NOT 
ENROLLED 
[31 


MEDICAID 
CERTIFIED 

(4) 


HOT 
MEDrCAID 
CEITIFIID 

(5) 




n 

] 


HS' 


b 

WHS 


a 

HS 


h 

ms 


HS 


NHS 


HS 


ms 


HS 


b 

WHS 


a 

HS 


b 

NHS 


TOTALS FO^ 
SELECTED PROJECTS 


613 


25 


m 


4 


^ai 


20 


369 




8 


-0- 


232 


7 


MASSACHUSETTS (I): 

LeominBter 


-0- 


-0- 


-0- 


-0- 


-0- 


-0- 


-0- 




"0- 


-0- 


-0- 




Worcester 


1 




-0- 


-0- 


L 


-0- 


■0- 


-0- 


1 


-0- 


-0- 


-0- 


Mpw ,TPRe.F:Y (IT)! 


1 




1 


-0- 


-0- 


1 


1 


1 


1 


-0- 


-0- 


-0- 




Toms River 


-0- 




-0- 


-0' 


-0- 


'0' 


.0- 


-0- 


-0- 


-0- 


-0" 




-0- 


Paterson 


6 


2 


2 


-0- 


3 


2 


3 


2 


-c- 


-0- 


2 


-0- 


[OTLMD (till- 
BaltirnDre 


39 


-0- 


20 




19 


-0- 
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VII, HEAD START/EPSDT RELATIOM^^ WITH LOCJ^L . STATE, AWD FEDERAL 
AGEWCIES AMD AMALYSIS OF HEAD START PROGRA|.l PERFORi'mNCE 
STANDARDS AND STATE EPSDT PLANS 

Introd uction 

This section presents a coiuparative analysis of the relationships 
between the Head Start program performance standards and state 
EPSDT plans as well as relationships betv/een the selected projects 
and locals state and federal agencies within the context of the 
EPSDT institutional franiework. The analysis that was presented 
in the Interim Report on state EPSDT plans and providers ' attitude 
is summarized, and those tables are included in Appendix A* 
The comparativB analysis of the performance standards and the 
EPSDT plans of the target states is shown on Table X-Aof this 
report. 



NOTEi Data in Table K has been further analyzed since the 

interim report* The results of this further analysis 
are shown in the table included in Appendix h of this 
report. 
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A. COMPARISON OF HEAD START PERFORMANCE STANDARDS AND STATE 
EPSDT PLAN (TABLE X-A) 

This section presents a comparative analysis of the Mead Start 
Performance standards and the EPSDT plan of each of the targat 
states,* The guidelines of the collaborative effort stipulated 

m 

that tha Hsad Start projects were required to provide certain 
minimum health services in accordance with the Performance 
Standarda regardless of the scope of state EPSDT plan* hn 
analytic task for the evaluation was^ therefore , to take into 
account the extent to which services required of Head Start 
were provided/obtainable under the various state plans. 

In order to measure the cost impact of the demonstration program ^ 
docuinentation regarding the extent to which services required 
by Head Start were in fact EPSDT reimbursable was needed r as well 
as v;hether any limitations were placed against the provision or 
reimbursement of these services* A comparison of the Head 
Start Performance Standards and the state EPSDT plans by the 
provision of services (Head Start and EPSDT) , reimbursement 
available through EPSDT, and liraitations is presented in Table 



* The presentation of the findings is based on the analysis of 
the plans of all target states eKcept Maryland for which 
we were unable to obtain written policy regarding the health 
services package . 
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Background 

Head Start Performance Standards 

In 1973 the Office of Child Development* issued the Head 
Start Performance Standards as a ineasure of strengthening 
the quality of services provided to children and families 
served by Head Start* The standards established national 
criteria for performance and built upon seven years' 
experience of the Head Start program as a demonstration 
effort, Rs such they reflected the programnmtic concerns of 
OCD^ and provided for quality control in the provision of 
comprehensive services for children to attain optimal cog- 
nitive |. emotional^ social and physical grov;th. 

Although local initiative has been encouraged? Head Start grantees 
are required^ as a condition of funding^ to meet the miniinum 
standards set forth in education/ social services, parent 
involvement/ and health services including medical/ dental ^ 
mental health and nutrition. 



*In June 1975 the Office of Child Development piiblished the revised 
Performance Standards Which became effective July 1/ 1975, 
However the standards in ^ef feet during the first year of 
the collaboration were those set forth in OCD. Notice 
N-30"-364'-l-^00 . It is this series that was used for the 
comparison with the state plans. 
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s of State [iQdicaid/EPSDT Plans 



Tha regulations issued by SRS in November 19 71 for EPSDT 
mandated state Medicaid plans to provide screening and diagnosis 
services/ and treatment of medical problems thus detected^ 
within the limits and scope of the state plan. Furthermore , the se 
services v/ere to be available to all eligible individuals under 
21 years of age. However SRS regulations for EPSDT only sat forth 
reconimended standards for the screening programs and did not 
specify screening procedures. The state Medicaid plan was 
required to specify the content of the screening package and 
maintain written evidence of such specification. In addition ^ 
the rederal regulations allowed states to define "early" and 
"periodic" thus affecting the frequency by which children received 
services* During the first year of the collaboration/ a 
minimum package of screening procedures was not mandated. SRS, 
hov/ever/ has been conducting a series of consultations v/ith 
child health authorities to determine v/hether a minimurii packag© 
of screening procedures should actually be required* 

The EPSDT regulations do not serve as national standards for 
child health services. Rather they, allow for standards-setting 
at th@ state level. Enforcement therefore is limited to the 
provision of services specified in the state plan. Even v;hen 
individual states specify particular screening units , there is 
often 'a wide variation in the type of service rendered due to 

lack of specification of screening instruments and proce^ 
dures. 
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Hequir ements of State ilodicai d/EPSPT Plans 

The regulations issued by SRS in November 19 71 for EPSDT 
mandated state Medicaid plans to provide screening and diagnosis 
services/ and treatment of medical problems thus detected^ 
within the limits and scope of the state plan. Furthermore , these 
services v/ere to be available to all eligible individuals under 
21 years of age. However SRS regulations for EPSDT only set forth 
reconimended standards for the screening programs and did not 
specify screening procedures. The state Medicaid plan was 
required to specify the content of the screening package and 
maintain written evidence of such specif ication . In addition ^ 
the rederal regulations allowed states to define "early" and 
"periodic" thus affecting the frequency by which children received 
services* During the first year of the collaboration/ a 
minimum package of screening procedures was not mandated. SRS, 
hov/ever / has been conducting a series of consultations v/ith 
child health authorities to determine v/hether a minimuni package 
of screening procedures should actually be required* 

The EPSDT regulations do not serve as national standards for 
child health services. Rather they, allow for standards-setting 
at th© state level* Enforcement therefore is limited to the 
provision of services specified in the state plan. Even v;hen 
individual states specify particular screening units , there is 
often 'a wide variation in the type of service rendered due to 

lack of specification of screening instruments and proce- 

* 

dures* 

347 



Methodology 



ThG Hsad Start X^Grformanc© Standards present an interdis- 
ciplinary approach to haalth services as a means of irnprov- 
ing the physical, mental and nutritional status of pre^ 
school children, noreovor , the standards reguir© th^t the 
local Health Advisory Committee^ composed primarily o£ parents 
of Head Start children^ be established to assist in planning 
and evaluating the health program, Hov^ever^ the Policy Council 
(the parent involvement body) must approva the prograni. 

As part of the methodology used in the comparative analysis of tl: 
Head Start Performance Standards and the state EPSDi:' plans, 
a review was made of the standards to establish categories 
of service provisions most applicable to the actual delivery 
of health services. Standards calling for such activities 
as the Health Advisory Corfmilttee and the Health Program Assess- 
ment Report v/ere.not used to assess comparability, for these 
were assumed to be program responsibilities unique to Head 
Start. Related categories to those activities/ however, were 
established such as provisions for recordkeeping and consumer/ 
parent involvement , 

In addition/ certain activities were clustered and redefined. 
For example/ since Head Start staff are involved v;ith ahildren 
on a daily basis / some required activities differ txom those 
expected of a provider whose contact is on an intarrnit tent basis. 
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The requirements of the nutritiofml program are illustrative, 
for not only are programs required to perform nutritional 
assessments and educational activities? but also, they must 
pro\ride nutritional meals and snacks daily. Therefore/ for 
the purposes of analysis, the nutritional program was clustered 
into activities of nutritional assessment and nutritional 
education , 

Thus, establishing the Head Start Performance Standards as a 
baseline ^ the EPSDT plans for the target states were examined 
to determine their comparability with these standards. 
The analysis concentrated on written policy either in the 
form of manuals or an actual state plan; the rationale being 
that such documents represented the formal policy to v^hich 
agencies such as Head Start might hav© greater acGess because 
of their availability as public records. In addition, the 
presentation of the written policy will help Head Start pro-- 
grams become familiar with the EPSDT services that should be 
available and thereby press for their actual provision. 

Although Montana had not published a state plan, information on 
the operational aspects of the program was abailable in the form 
of the EPSDT Penalty Beporting Form, and the written contracts 
between riontana's State Department of Social and Rehabilitation 
Services and the State Department of Health and Environmental 
Sciences, and the health department's subcontractors. 
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These documents describe the rGquirements of the screening 
packages, and it is in this form that Montana's data is 
presented. 
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Analysis of Findings 

Health Se rvices 

Highory (medical and developmental) • All eleven states required 
that a history of the child be obtai.ned, Howeveri the type 
and level of specificity varied with state requirements, 
ranging from recommending that a "brief history*' be gathered to 
requiring detailed histories with specification on th^ 
permanent medical records TeKas^ for exanLpie^ required that a com^ 
plate history for births prior hospitaliiation ^ allergies^ 
bedwetting/ bowel habits be recorded. On the other handr 
Montana required only that a medical history be obtained and 
liissiasippi and New Jersey required that a hiotory with no 
differential between me^dical and developmental information. 

The implicatic.is of the vci:iance is that states in which itemlzej^ 
histories Vv^ere required^ particularly if completion of this 
detailed history were required on the reporting formr insurcsd 
that the provider was obtaining a cpmprehensive history on the 
child^ This in turn might have better enabled the provider 
to assess the child -s current health and identify possible raedical 
problems. States which required, only a "brief history" allov/ad the 
practitioner to determine which if any aspects off the child's 
history would be obtained. Therefore, different levels and 
quality of care most likely were rendered relative to the 
professional concarn of the attending practitioner. 
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Screening , The Head Start Performance Standards presented a 
ILst of screening tests and procedures to be given to all 
Gtxildren In order to asseBS each child's mental and physical 
health, All the states providea for the basic screening 
services of growth assessment^ vision and hearing teBting, 
arxd sBsessment of iranunizatlon status. However ^ the pro- 
vision of many of the other screening tests was affected by 
the inclusion of some procedures as optional or recoOTnended 
oi^ly "if indicated "in several states* In New Jersey r^lissour4 ,. 
arid Ohio^^or example^ a tubercialin teat not required and 
this procedure %vas performed only if indicated* In addition^ 
Ol^io and New Jersey required hemoglobin/hematoorits only if 
mdicated^ and New Jersey did not require urinalysis except 
wher^ indicated* The conditions %'fhereby these procedures 
would be indicated were not Bpecified, Again, this failure 
to specify allov/ed a great deal of diBcretion to local 
pr-ac^itioners to include such procedures, 

E3camJ,nation of the provisions . for vision and hearing tests 
mvealad an interesting pattern. Only Tennessee ^ MissisBippi, 
Hort^na, TeKas and Oregon stated the Bpecific screening pro-- 
Gedur'BB to be used (e.g,, titimus Te lobinocular , or Pure Tone 
audidiieter ) , The other states merely specified that vision 
and Hearing tests be perforriedi whicli might vary from a visual 
inspection of the eyes to a cornprehenBive eKamination* i\ll 
stateSfeKcept Montana, rGgulred sickle cell screaningr v;lth 
Na\^ Jersey^ Ohio and California qualifying that the screcining 
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be performed "as indfcated." 

OtheT areas of selected sGreeiiings were: six states requirBd lead 
poisoning screening^ and three additionaL states (California^ 
Oregon and Nev; Jersey) required it only if indicated. Two gtatsSp 
Mississippi and Ilontana^ made no provision for lead poisoning'' 
screening. Four states ^ New Jersey^ Mississippi, Tennessee and Ohi 
mafee provision for intestinal parasites Bcreening Vf7hero indicated. 
This pattern may^ however/ have reflected the prevalonoe rares of 
s\iah problems in various regions. Oregon, Montana, Ptnnessee/ 
Oliio and Texas made provision for the identif icatiwa of speech 
problems* California was the only state which specified the 
identification of handicapped children, Massachusetts reported 
escploring the poBsibility of using its Department of Public 
Health as an outreach mechanism for those Nedicaid eligible 
children v^ith special needs. 

Ph ysical Examinations , The iterniiation of the physical exain-^ 
ination required in the Performance Standards varied froin one 
state to another. For example ^ Nev; Jersey and Montana required 
only a physical examination \^hile in Mississippi and Call- 
fcrniay the physical eKanii natiQn mandated was identical to the 
Head S tart Perforinance Standards ^ Of the reinaining states^ 
the niost coranionly mentioned items were examination of ears, 
ey&B s nose and throat* 
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IrmnunizatiQiis . All states required an updatlrig of iinmuniza" 
tions. Neither Missouri^ Massachusetts^ nor Ne^ Jersey, ^ 
specified the required irrimuriizations , Mississippi rGquired 
these services pursuant to the policies of the Board of Health, 
but such policies are not specified. Two states, Tennessee 
and Illinois, did not reimburse for immuni zation against mumps. 
Ohio, TeKas and Massachusetts did not specify immunisations in 
the narrative of the state plan, but they are reflected in the 
reporting forrn and other docuinents included in the plan* 

Nu tritional Ass essment, All the states with the excaption of 
New Jersey and Illinois made sonie provision for nutritional 
asseasinents. This ranged from a state plan recommending 
examination of the skin^ " which niay be of nutritional signifi- 
cance/ " or anemia testing, to requirements for a detailed exami- 
nation of a child's dietary habits. No states eKcept Mississippi 
specified plans for nutritional education/counseling, 

Dental Screening . All states provided for dental screening 
which varied between states in the level of specificity- Sonie 
states merely required a "dental screening" or an examination 
of teeth and gums, whereas others cgilled for thorough eKaminations, 
ii'.cluding bite-wing K'-rays and prophlaKsis. For dental care, the 
general pattern was to categorize sarvices into the areas of 
preventive and emergen t/tharapeutic. Many 'States did not require 
that the dental screening be performed by a dentist, and in some 
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states such as Tennessee, a child had to be screened through 
the Medicaid program before a -referral could be made for dental 
treatment. None of the states except Tennessee defined the 
dental screening package identical to the Performance Standards. 
Rather, many states provided only a dental screening under the 
EPSDT state plan. If treatmcint was required, the child was 
referred and additional seivicus were covered under the general 
Medicaid program. New Jersey and Massachusetts did not outline 
a treatment program; but Massachusetts reported it was in the 
process of developing sound dental referral mechanisms, Cali- 
fornia only mentioned that children bs. reformed for therapeutic 
attention. A prevalent trend in the area oi' dental services 
was the requirement of prior authorization for dental treatment, 
although this was not true ''or dental diagnosis and further 
assessment in Oregon, Missouri (for some services), Tennessee 
and Mississippi. 

The periodicity of dental services differed among state plans. 
Massachu;,etts and Ohio provided for dental screenings every 
six months. Texas performed dental screening every three 
years unle? : otherwise requested by the parents. 

Dental roimbur semen t patterns varied and many states did not 
specify the billing procedure or reiniburBement rate. Others 
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specified maximum limits (i*©,, Mississippi |10Q/child/year) 
and rennessee required prior authorization for treatmerit plans 
totaling more than $60, States^ euch aa TeKas, reimbursed acoordinc 
to usual and customary fees- Oregon's plan contains a fee 
schedule, h complete analysis of the dental reimbursement and 
treatment provisions v/as not possible because rnost of the state 
plans failed to indicate specific treatment and reimbursement 
procedures. 

Treatment, Examination of provision for treatrnent regaire= 
ments revealed no uniform pattern. In part/ this reflected 
of the organization and administration of the State EPSDT plan- 
Por example, in Illinois, the screening package was pirovided 
for under the Hedicheck program (with separata billing and 
recordkeeping requirements), Hov/everr if treatment was deemed 
necessary, it was provided for and billed %o the general Medicaid 
program* Although this was an administrative division of labor 
and responsibilities, it complicated the procedure for providers 
and organization J such as Head Start in their understanding of 
the program. In addition, states which provided screening 
through screening clinics (i.e. , Texas) referred patients to 
other providers for diagnosis and treatment, (i.e*, traditional 
providers such as private practitioners) . In this case billing 
and rein±*urseraent was adminn stared through the Gurrent 
health insurance contract between the Department of Public 
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Welfare and Group Hospital Services. Te>cas arid Ohio were the 
only states which listed tha porvisions of their treatment 
package; however^ this was in a general manner. Host of the BPSDT 
plans did not iter^ize the benefit package for treatment services* 

California's Child Health Disability Prevention Program was 
limited to screening and those children in need of treatment 
were referred to the Medi-Cal program. This nev; program 
supplanted the EPSDT program in the state and provided for 
early and periodic screening of all Medi^Cal eligible children 
as well as those entering the first grade whose grose annual 
family income was at or below twice the AFDC minimum base, ' However / 
Medi'-Cal reGipients in need of diagnostic and treatment services 
were referred to the state Medicaid program. The details of the 
treatment package were not itemized* 

Provision for Annual Assessment. All states except Mississippi 
mentioned provision for periodic aBsessment# although the definition 
of this term differed greatly. Several Btates called for annual 
assessments regardless of age (Nev/ Jersey^ Misiourl and Illinois). 
Tennessee^ Oregon^ California and Blassachusetts developed 
a visit schedule by age of intervals when a child should Be 
screened. As another^ example Massachusetts provided for 
visits at 2^6 weeks i S-'IO v;e-iks, 4 months^ 6 months, 9 months 
1 year 1 1/2 years ^ yearly 2^6^ 8 years and 10 years. 
Ohio authorized screening at ages 1, 4, 7, and 16* 
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Texas' provided for annual assessment for children under six and 
every three years from 6-21. fliasissippi did not specify a plan 
for periodic assessraent. 

Mental Health Consultation, Although many of the states men- 
tioned the importance, of uncQvering physical and mental defects, 
only the follov/ing specified some provision for the availability 
of riientai health consultation . 

Oregon is the only state which made provision for mental health 
referral/treatment and prior authorization v/as needed before 
treatment could begin. California provided for referral for 
"mental health conditions " (such as mental retardation) 
uncovered in screening, Illinois provided space for mental 
development assessment on the billing form; however, the manual 
text did not detail the provision of such services- Moreover r 
it seemed likely that this service could be interpreted as a 
develcomental assessment . and as such is not reflected on the 
table* Mississippi mentioned that mental health facilities were 
available for neurological/developmental referrals- Montana . 
provided for psychological testing if indicated* Within the 
area of mental health an interesting trend v/as observed. All 
of the states made provision for developmental asses sinents . 
Texas, Oregon,' California/ and Montana all recommended that the 
Denver Developmental Screening test be the instrument for 
evaluating the chi Idren , 
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Supportive Services and Other Related AGtivltles 



In general, the specification for supportive services seemed 
to be the least well defined. Although many state plans 
stated the importance of providing services such as health 
education^ they did not set forth the particular aspects for 
such a program* 

Health Education. Provisions for health education activities 
were generally limited. In most instances, health education 
was not identified as a distinct program activity; rather, 
it was included as a aomponent of outreach and recruitment , 
These activities were generally limited to orienting and 
educating the parents to the availability and value of 
sareening and other preventive measures as a part of recruit^ 
ment for EPSDT participants • Generally such activities were 
the responsibility of the public welfare case workers, 
California # Tennessee, Ohio, and Texas made such recruitment 
health education provisions. In many cases ^ the operational 
aspects of the program were limited to flyers, recruitment 
leaflets and public broadcasting spots. However, other 
states such as New Jersey used similar recruitment procedures 
but did not categorize the activity as health education . As 
such, this is not reflected in the table- California specified 
that health education not be limited to simple notification, 
but should be designed to enable eligibjas to participate as in 
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formed consumers. Illinois suggested a health education program 
in the areas of preventive healwa care? physical and emotional 
development^ and accident and poison prevention. In addition' 
some states required that families be counseled ? and that 
test results be interpreted to the parents. 

Recordk eeping . The provision for recordkeeping and the accessi=- 
bility of information on the health status of individual children 
was another issue area for analysis. All states made some 
provision for recordkeeping/ with specific reference to the 
maintenance of records by individual child* A common pattern 
was to require a record of screening procedures and/or results 
on the invoice or billing form (Texas ^ Illinois^ Missouri^ 
New Jersey, Ohio and Oregon) * This procedure aided states 
in complying with federal reporting requirements* 

The required level of detail in reporting , however/ varied. 
Some reporting forms provided space to indicate that hematocrit 
had been measured. Other forms required actual reporting of 
the specific level* In addition, some states required that 
the individual units of screening performed be reported to 
the state* Others only required providers to report that 
screenirig had been provided and to itemize the conditions 
uncovered. Some reporting systems required that records be 
maintained by providers without specification regarding the 
form that records should be maintained* No state made provision 
for forwarding the child's record to a school system, M 
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speciiied that the child's parents be informed of the test 
results and in some states parents ware given a copy of the 
screening and iitmunization record. 



State policies regarding the recording of health information 
and its release may have presented difficulties ;':or Head 
Start projects, because data, was not always retrievable or 
available in a form suitable to Head Start. In states -here 
individual providers maintained the child's record, negotiations 
would have been necessary to secure release of information. In 
states with centralized records on each child, recordkeeping 
procedures or requests for information might have been less 
cumbersome * 

Confidentiality. All states eKcept Mississippi and Illinois 
addressed the importance of oonf identialty . Most attempted to, 
senaitize staff and providers to the importance of this issue, 
and encouraged respect for the privacy of the client. 

Parental Consent. All states did not specifically address the 
issue of parental consent although it seemcjd that such provisions 
would have been covered under other state laws relating uo the pr 
vision of treatment to minors. California, Montana, Ohio, Texas 
and Tennessee did make specific reference to this issue. How- 
ever, parental consent was not specifically addressed in the 
remaining plans. 
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Parent InvQlvement/Consu mer Participatlo-n. California the 
only state which provided for parent involvement in th^ 
local child health services systeni* 

The regulations for the development of the local Child 
Health and Disability Program provided for non-professional 
consumer involvement and parent representation on loaal 
advisory boards. The functions of this board included review 
of the community's child health needs/ adequacy of health 
care providers # and review ojf the child health and dis-- 
ability plan* The board could advise the governing boards 
and establish committees as it deemed necessary to fiullfull its 
purpooes/ Due to the rather liberal eligibility raquir^ments 
of the program, parents of children who were eligible for the 
child health disability prewntion Frogram but not M©di-cal 
could also serve on the board. 

Staff Examination . None of the EPSDT plans made pravision 
for health examinations and periodic check-ups of staff 
inembers. This finding highlighted the difference bmtmm 
the responsibilities and.aevel of involvement of He^d Start 
personnel who had daily contact with the children mn6 state 
and local welfare, special services staff and providers 
whose contact was intermittent* 
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gtaff \i Orlent^atlon (Including program vendors* providers) 

Oiily /ive states included provision for staff or provider 
traiiiing/orientatlon in the state plan. Jn general ^ this 
seemed to be limited primarily to basic orientation of the 
staff on the purpose and details at BPSDT in order that they 
would perform ':heir outreach/reoruttment functions more 
effectively. Some states provided orientation only through 
physicians (e*gw letters and other descriptive material 
to enlist their cooperation in the program) , 

New Jersey set forth the most specific staff training 

program^ which consisted of a series of sessions on the 
Qomplexities of the BPSDT program and its purpose and value, 
the recordkeeping and referral syst^msr procedures for eligi- 
bility determinati:>n and < .tion of professional staff 
responsibilities. In addition i ^oma of the state manuals 
or plans served as instructional doGuments in themselves 
because they detailed the screening package and provided "how-- 
to" instruction on performing certain procedures. In some 
states, the majority of training foaused on the administra- 
tive procedures of case-finding, billing procedures and data 
collection/retrieval. Some states (TmHas , for example) required 
the training of personnel who performed specific procedures/ 
such as vision and auditory screening* 
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The importance of adequately trained staff vras highli hted 
by the finding o£ the conipliance review of EPSDT in Montana*. 
It ^^fas reported that stafjE responsible for recruitment and 
outreach J.acked an understanding of the screening program/ and 
that many believed it was a one-time activity/ while others 
felt it was a program of the State Health Department, 

Provision for CoQrdinatlQn and Linkage. The level and degree 
of Interagency agreement for providing EPSDT services 
in coordination with other community agencies was a 
critical area for analysis becaiise of its significance 
to the collaboration effort. The predominant mode of 
coordination eKisted among levels of state or local units 
of government rather than agreements with other community 
agencies. (Table XII describes these various levels of 
agreement) * 

Several states stressed the importance of linkage and coordi^ 
nation with existing community resources. specif icallyr Mass- 
aeliusetts and New Jersey mentioned the OCD demonstration effort 
and the potential for cQllaboration and Ohio mentioned the possi-^ 
bility of using existing resources ^ such as Head Start for the, 
delivery of EPSDT services. California mentioned the value of 

*Sourcei Early and Periodic Screening, Diagnosis and Treatment 
Penalty Reporting Form^ Montana, November 12^ 1974. 



364 



VII-22 



coordination because it did not wiBh to supplant escisting re- 
sources* The Montana BPSDT compliar- review reported that 
differences axis ted between prilicies of the Indian Health ServiGe 
and county welfare staff and recoinmendations were mada that the 
two prograitis explore coordination of their activities^ Missouri 
reported that the state was using outpatient department and OEO 
•clinios/ and was exploring the possibility of using data generated 
from Health Start health records. Negotiations ^ere reported to 
be underway with eKisting maternal and child health prograniar 

Oregon did not specify activities for coordination and linkage. 
However, its vendor eligibility requirernents allowed for the 
involvement of a wide variety of coranunity resources such as 
Head Start* Mississippi referred children to existing cormnunity 
agencies and suggested Head Start as a potential referral for 
certain services such as psychological testing. However^ the 
specificity of such arrangements and the levels of responsibility 
were generally not discussed. Thus the provision for linkage 
and coordination was presented as a recommendation rather than 
as a detailed, well organized plan. 

The Head Start Performance Standards provided for linkage and 
coordination to enable children and their families to aware 
of and utilize all resources v;hich might be available to themf - 
In part this was to insure that parents were aware of other 
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resources so that they could continue to receive services after 
the child had left the Head Start program* As Table XII reveals , 
state agencies tended to make the greatest number of contractual 
or cooper cTtive arrangemiinta in tlie area of health advices . 
There were many fewer arrangements for supportive services. 
Possibly^ programs such as Head Start are viewed by state EPSDT 
agencies as pi'oviders ci' uppor^t- i.ve rather than medical services^ 
and thus states have not fully explored their potential. 

Reimbur a oment and Limitation , The restr " ions on vendor status 
in the overall Medicaid program, and further liiriitations or re- 
quirements imposed by the EPSDT plan are presented later in 
the report, (See Tables XI-D and Kill J The implications of 
these policies for Head Starts in terms of receiving vendor 
status are discussed. For purposes of tftis analysis / the data 
was reviewed in. relation to the extent that EPSDT reimbursement 
policies impact on the ability of Head Start programs or their 
providers to receive reimbursement for services provided either 
directly or indirectly, i,e,. Medicaid reimbursing Head Staz^t 
or Medicaid paying for services required by the performance 
standards . 

Most states reimbursed at a fixed fee for the total screening 
package; as in Missouri, Tennessee, Mississippi and Montana. 
Tennessee provided additional remuneration for diagnostic visits, 
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while Missouri proviclGd a fixed fee for lab tests and immuniza- 
tions, California, Oregon and MassaQhusetts reimbursed ^ xed 
fee for the health visit and assessment, but, in addition, reim-= 
bursed for the individual units of scrGening and additional terst 
In Massachusetts practitioners were not reimbursed for inimuni^a^ 
tion, tuberculin tests or vision screening, for these elements 
were included in the fee of $15 for the comprehensive visit* 
However, other tests and procedures such as hematocrit, hearihg 
test by audiocjiram/ urinalysis, and all laboratory tests and op-- 
tional exams such as Denver Developmental, blood lead, sickle 
cell, and puretone audiometer v/ere reimbursed* New Jersey 
reimbursed specialists and generalists at different rates with 
a comprehen ' ve fee and in additio"^ reimbursed the practitioner 
for certai n la- ratory tests perf^^ id in the office* Since 
biologicals ,.ure provided by the cau^. no reimbursement was 
made for immunization* 

The Ohio state plan provided no information on its reimbursement 
policy* Texas claimed to pay actual costs through a contractual 
arrangement with the state health department but details of such 
arrangement r were not presented. Therefore, no information is 
presented on the table for these states, Montana contracted 
with the Department of Health and Environmental Sciences on a 
capitation bi.sis and this agency in turn ubcontracted health 
assessments at $10/child* Illii is restricted reimbursement for 
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specific services--'-vision and hearing--for they were provided 
by the Illinois Board of Health and rsimbnrsement was not granted 
to any other provider. In addition^ some states restricted the 
provision of some services, for eKample^ only reimbursing for 
sickle cell scrQening once. In New Jersey reimbursement was 
provided for a microscopic urinanlyBis but not for a 4--test 
dipstick. Oregon required prior authorization lor treatment of 
dental conditions, psychotherapy and speech therapy. 

The above findings suggest that when providers are reimbursed for 
individual pr jcedures, the children are miore likely to receive 
all services, some of which are ignored when practioners are re- 
imbursed for a package. 

In terms of any future attempts by Head Start projects to receive 
direct reimbursemGnt , Head Start projects might not be able to 
receive vendor status unless they could provide the entire 
.screening package ; particularly in those states which pay for 
o^ly the entire screening package. However , in states that itemize 
payiT\ent for specific servrces, Head Start projects might possibly 
be able to negotiate for payment of services they provide, such 
as Denver Developmental Screening tests, visioxi and hearing, tuber 
cular te^t .aid immunizations. In addition, many projects reported 
performing various aspects of the screening package (for example, 
TB test^ growth assessment, medical history, vision, hearing tests 
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devalopmental assessment/ etc) lor the practitioner j possibly 
Head Start could ba reimbursed for services provided for i:^roviderSp 

Analysis of the plans suggests that other restrictions and regula^ 
tions/ such a& prior ithorization ^ m.ight complicate or prevent 
Head Start from r ^ximi^ing on the resources of EPSDT or obtain-- 
ing third party £iinibursement for services rendered to their 
eligible children during the program year* 
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Goncius l ons on Ileacl Star t orman ce StandardG an d StatG/EPSDT 

Plans " 



In genGral the ptsrformance standards and the statG plans 
cover the samG basic provisions. HowevGri there is a 
st^bstantial non-'ConformitY in the Invel of specificity 
for such services. For eKample^ although all states 
provide for a basic physical eKamination^ only two states 
require t h e ex act same level of detail as do the PGrform - 
ance S taiidard^"; an d 3 of th e states" do not specify the 
required i nunun i z a t i on s , 

Altliough treatment v;as provided under all plans, 
specification of the benefit package was not uniform^ 
and often v;as not presented in the state plans. 
Head start requires treatment for all detected 
problems. However , given the nature of Head Start 
as a multi-^disciplinary child development program 
a high level of detail on the components of the 
treatment package was not expected. The EPSPT plans, 
which are specifically concerned with child ' ealth_, 
tended to focus more on the provision of screening 
services and did not itemise treatment; rather^ 
they promoted screening children through access to 
the Medicaid program or treatment through the EFr>nT 
screening* This complicates the collaboration ^.tc 
cess for an agency such as Head Start and necf \^jt-\K^^ 
a state by state analysis of treatment provisions. 

Dental services were generally defined in general 
tei^ms and categorized around preventive and 
emergent/therapeutic services. Even in states 
with detailed plans the dental services were not 
well specified and the operational aspects of 
the program were not fully presented. 

The content of state EPSDT plans tended to focus on the 
administrative aspects of the program (billing procedures^ 
eligibility requirements / fiscal arrangements) rather 
than upon support ^" services such as health education, 
staff traininqi, or coordination of community resources. 
This pattern is reinforced by the reimbursement policies 
v/hich do not reimJDurse for such services ^but rather 
reimlDurse for specif i.c medical or dental services. 
Other conclusions in the area of support services are^ 



370 



VI I- ^^8 



Thore is no unl I. * nrmJ Ly in the maintenance of 
records across states. In addition thi3 data 
collection and reporting systems required by 
the states might not be compatible with Head 
Start's data needs. 

Thc3 lack of provision for consumer participation 

in the state plans in to examplG of the discrepancies 

betv/een tlie raspective mandates of Head Start and 

KPSDT agencies . Head Start insists on involving 

program recipients in the planning and monitoring 

of the program. Daly one state ^ California^ 

makes provision for consumer involvement* 

hs reflected in the state plans /health education 
activity is more directly tied into the outreach/ 
recruitment aspects / rather than an ongoing 
program of health education activities . 

c. Only five of the plans m.entron provision for linkage and 
coordination with other cnmmunity resources , and 
this was presented in general terms. States did not 
present formal ^- detailed plans or guidelines on how 
coordination or linkage of projects for efficient delivery 
of servicus might be operationalized. 



^ ' I'olicy Consider ation s on Head Start Performance Standards 
and State/EPSDT Plans " ^' " ^ ^ ^ ™~ 



a. The differing levels of specificity and precision in 
defining the benefit pacicage across state plans v/ill 
probably limit Head Start's ability to entrust provision 
of reqaired services to the EPSDT program^ for the 
programmatic concerns of each program differing. In ^ 
addition^ there are differences across states in the 
services mandated and the delivery modes employed. 
This is not surprising because the EPSDT plans do not 
reflect national standards. In general child health 
programs have no uniform, or minimum enforceable 
standards. Children who access into the 
health ckiii^^ery system from various points receive 
differ. :*nt types of services, A policy of minip^um 
n iLLcnal standards for all child health programs^ 
regardless of tlie point of acf-nss , might be taken into 
consideration. 
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b. Child human service programs do not always provide 
for consumer participation mechanisms to allow the 
consumers a say in the planning and development of 
services designed for their benefit. Study might be 
undertaken to examine the importance and effect of 
consumer involvement in child health programs, 

G* A lack of provision for coordination and linkage 
is evidenced In many of the state plans ^ and is 
symptomatic of the limited development and '3Xplora= 
tion of such arra'^^^vements betv;©en Medicaid agencies 
and provider and user agenaies in the respective states. 

d. Policy analysis ^might be undertaken to investigate ways 
to better imp-^^ament mechanisms for Goordination and 
linkage Jl. agencj.as serving similar target groups. 



4 , Conclusions on S tate £PSD T_ J Ian for Target States 



a* The states- definitions of service tended to provide 
for those functions which are particular to the EP'"*^^^ 
program^ i,e. ^ early# periodi':":, screening. Those 
functions which are more traditional or universal', 
provided by health and social service systems Such 
Jiagnosis^ treatment supportive services and oi-trcc... 
were generally not clearly defined by the states. 

All states except Montana provided for follow-up 
recordkeeping. In the ma jor ity--^f ive of the states^-- 
the EPSDT unit retained operational responsibility 
for this function, ^''our states delegated operational 
responsibility tor £ollow---up recordkaeping to a qovern- 
mental agency other than the EPSDT unit, and one state 
utilized the services of a private insurance company. 
Eight states had computerized recordkeeping systems 
and three ^ including Montana maintained their data 
manual ly . 




*Thesti conclusionF are based on lata from Table X| which is included 
in Appcsndix A. 372 
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Y 






Conf iaun tiali ty 


Y 
























Y 












Parent ronsont 


























Y 






Y 






P a r e n t / C 0 n s urn g r I n v o 1 v o m o n i: 




































Staff Examination 




















! 














St.Tf f Training/Or ion tati on 


Y 






Y 






























Provision for Coordination '„ Linkage 


Y 






Y 












Y 



















CODES 



I - Written pruvision for services, 2 - ReimburKuinont * 3 - Limitations/Restrictions. 



CF - part of coniprehcinsivG fee 
II if indicated 
N ^ no provision 
Nil - not reimbursable 



NS no*: spGcltied 

PA - perioriic aasessment 

R - reimburiinble 

Y - yes 



^Procedure /rates for rfiimbu" viem^ nr! not specified in plan. 
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TABLE X'h (Cont'd. ) 



HEAD START PPIHI^OHMAMCE 
STANDARDb 






TARGET STATES 


Oh U-' 


Texa 


s 




Mo. 




M 


ont 






All 




i 


Dre_ 
2 


3 


A. HEALTH SERVICES 
History 


1 




3 








1 


2 


3 


1 






1 






























Y 












medical 


Y 






Y 




— 


Y 


CF 




Y 


CF 


OIL 
CF 






CF 




developmon ta 1 


Y 






Y 




— - 










— 




Y 




Screening 



































1 


g r o w t h a s s e s s me n t 


Y 






Y 






Y 


ZF 




Y 


CF 




\ 


CF 






C^ 


vision tosting 


Y 






Y 




Y 


?F 


ZF 




Y 


R 


— 


Y 


B 




^ — " - — ' >- 

hearing testing 


Y 






Y 












Y 


::f 




Y 


R 
R 


^ — 


V 

Y 






hemoglob in-^^iGmn tocri t 


II 
II 






\f 
J. 










Y 


:f 




Y 


R 




tubercul in 






Y 






Y 


:f 




Y- 






Y 


R 




urinaiys.is 


Y 






Y 






Y 


ZF 




Y 


CF 




Y 


R 




Y 


R 




11 S B e s s i nini uii i z a t .1 o li s 


Y 






Y 






_Y_ 


ZF^ 




Y 


CF 




Y 


CF 




Y 


CP 




(if appropriate) 
sickle cell 








II 






Y 






Y 


wF 






- 




TT 






Y 


R 




lead poisoning 


Y 






Y 






Y 


CF 










II 


R 




11 


R 




intestinal paraf^iteis 


II 
Y 












N 






















I . r: * of speech problems 






Y 












Y 


CF 










R 




I.D. of needs of the handi capped 


























Y 


NS 










Physical Examination 


Y 






Y 










\ 








XIE 




Y_._ 


CP 




ear 


Y 






Y 






Y 


2F 










Y 


CF 




Y 


CF 




skin 








_Y_ 


















CP 








eyes 








Y 












Y 


CP 




Y 




y_ 


CF 




no.se? 


Y 






Y 






Y 


CF 










Y 


CF 




Y 


throat 


Y 






Y 






Y 


CP 










Y 


CP 




Y 


CF 




heart 


Y 






Y 






Y 


CF 










Y 


CP 




Y 


CF 


groin 


























Y 


CP 










Completion ci Im.T\uni7.ations 








Y 






Y 


CP 




Y 


CF 




Y 


R 




Y 


R 




diptheria 








Y 












Y 


CP 




Y 


R 




Y 


R 




pe^tUBsis 


Y 














Y 


zv 




Y 


R 




Y 


R 




te tanus 


Y 






Y 










Y 


CF 




Y 


R 




y 


R 




pol io 


Y 






Y 












Y 


CF 




Y . 


H 




Y . 


R 




jneasles 


Y 






Y 












Y 


CF 




Y 


R 




Y 







SEE NEXT PAGE FOR CODES 
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TABLE X-A 



HEAD START PMni'ORMAN'CE 
STAN DA U US 


TARGET STA'i 






Oh 




TC3K . 




— 


M 


-in t 




_Cc 




3 


Y __ 


R 

fj 

CF 


-5 

^ __ 






i 

2* 


3 




n 






2 






2 


=^---= 


J. 


















^-.^ 


Y 




Y_ 


_H_ 






Y 
Y 

V 




— 
















— _ 




Y 


R 




Y 
Y 








Y 






Y 


CF 




Y 


CF 




Y 


CF 




1 Jiiti r i h ionci 1 Coun'-' '='it:i.nn 




Y 
















.... - j 






Y 


CF 




l/QntsX S c jrGt-'*n i. li ■ 










Y 


CF 


_ 


Y 


CF 




Y 1 CF 


pi Opny X ti X JL h fv / r. i.i J UmUL u L j,U 1 1 








Y 
























Y 


R 




f 1 uo IT i do tippl I '' ' i i i 5 














Y 


CF 


^....^ 








Y 


R 










Y 


R 




Y 


NS 




Y 


CF 




NS 




Y 


R_ 


Y 


L U S UO r ti L 1 C.J 1 1 






Y 
Y 
















- - - 








Y \ 




puxp tiiGlLipy 


























Y _ 


R 




£r!i 4^ V 'ti T 1=^ ri: 

y A t a, u L ,L u r I b 








Y 
















s 








Y 


R 


— 












Y 


NS 
























i 






Y 


R 




Y 


NS 




Y 


R 






R 




Y 


R 




Annual Health Assessment 


PA 






PA 






Y 






PA 






PA 






PA 






f,*lpnt",^l Rfsalf^h f^rifT'^nl'H T i ^ v\r'<^i^<x^^"Tr\j\ 








Y 


N:3 










Y 


CF 




Y 


NS 




Y 


R 


_Y__, 


B. SUPPORTIVE SERVICES 
J I o a 1 t: 1 1 E f 1 1. 1 c n t i. o n 








- 


y 

Y 






^ Y 


















Y 












Record Maintained fi-r E,nch Child 






Y 






Y 






Y 






Y 






Y 




— 


pro /i^\s.n for pa 4. t ' s copy 








t 


















Y 






Con f id G n ' . i a i \ 1 7 






Y 












Y 






Y 












Parent Con^ont 


Y 






Y 






1 






Y 






Y 












Parsn ti/C on suinctr InvolvoiTiGnt 


























-t 

i. — 












Staff Examination 


































S t a f 1: T r a i n i n g/0 r i g n t a t i 0 1 1 


Y 
Y 






Y 






1 \ 




















Provision for Coordination & Linkage 














Y 













CODES 



1 - Written provision for services • 2 - Ralmbursement . 



3 - Limitatioi.s/Restrictlons, 



CF ^ part of comprehanslve fee 
II - if indicated 
N - no provision 
NR - not reimbursaMo 



NS not specified 

FA - periodic assessmLint 

R ^ reimbursable 

Y - yes 



^Procedures/rates for reimbursement not si ocified in plan. 
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i@ TABLE X-A (cont'd.) 



HEAD STAirr tMilUI-OKMANCl:; 
STA;^ JARDG 


TOTALS' FOR TARGET STATES 


1 


2 


3 


AS 

lIEALTn SERVlCriG 
liiBtory 


2y 


2CF 




medical 


9Y 


7CF 





dGvoloprnGn tal 


7Y 


5CF 




bcreoning 








growth as^QBHintMit 


IIY 


9CF 




vision tnstinf-7 


IIY 


6CF; 2R; INR ■ 


lY 


^ . " - -._ -_. II \ji 

h 0 a r i. n cj t o s 1 1 n q 


IIY 


5CF; 3R; iNR 


lY ■ 


Nl — — — ■ ^ - - \ - ^ - ^ 

h pmo g 1 o b i n - h a ma to c r 1 1 


9Y; 211 


4CF; 5R 




tuborcul in 


BY; 311 


5CF; 3R; iNR ; 


uriimlyBis 


IQYj III 


4CF,- 5R ! lY , - 


assess immuni 2'a tion r; 


IIY 


qrF 1 


l^.v_: — 

(if appropr"iate) 
sickle coll 








7Y; 311 






lead poisoning 


6Y; 311 


2CF; 5R 




i n t n s t L n a ]- p u. r a s i t a g 


lY; 311; LN 


ICF; IR 




1 , D . of s p 0 c h p rob 1 n ni 


5Y 


2CF; IR 




I.D, of needs of the h^ii^i i.caj>pod 


lY 


INS 




P 1 1 y s i c f n i 12 :< a m i ri a t i o n 


ilX.. ^ 






ear 


8 .V 


6CF 




— — — , - . - . 

skiii 


4Y 


3CF 




e yn s? 


7Y 


6CF 




nose 


8Y 


6CF 




^throat 


8Y 


6CF 




heart 


7Y 


5CF 




g ro i n 


3Y 


3CF 




Cornplotion of IiniTiunisatxons 


IIY 


7CF; 2R 




^^jp nnria 


''Y 


3CF; 2R 




p^r ti.iss i .'^ 


6Y 


3CF; 2R 




t?^ tan us 


7Y 


3CF; 2R 




polio 


7Y 


3CF; 2R 






7y 


3CF,' 2R 





SEE mKT PAGE FOR CODES 
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TABLE X-A (Cont 'cl . ) 



HEAD STAKT i'KI'.l'OItiMAMCl;; 



germaii nieaalos 



murnpfi 



Nutritional, A ;3 n o a is iii c 1 1 1 



lut r it ioiia L Couiisc' L i nii/rMlucat; ion 



Dontal Sc troon i-iiq : 



TOTAES FOR TARGET STATES 



6Y 



3Y; 2M 



9Y 



lY 



IIY 



prophylaxis & oral liyq.lGne CKiUcation 
fluor.iclG ap[ULcation 
^)t> n t a L 1' r ? ■ a tnio : 1 1: 



res toiTa tion 



pulp t!u2ra[) 



emergGnt SL^rvices for pain/ in l:oc tion 



Me d i c a 1 T j; t > a t m n 1 1 1: 



Mental lioalth Consult. (iJ: nocos^Si^tv) 



SUPPORT IVE SERVICE1> 
floaltN Education 



Ho.cortls MaintaiiiGd t c r fvdcli 



provision for parciit'e copy 



Con f idon L ia ] i t\ 



Parniit Contiunt 



Pareri b/ConHumGr invo J vuniont 



jtafi? EKHm ii^a t ion 



Staff Trtiining/Qrion ta t ion 



Provision for Coordination & Ijinkago 



2Y 



5Y 



8Y 



3 CF; 2R 



2QE. 



1NS_ 



IhlS' 2R 



2R 



ICF; INS? :'R. 



4Y 



JY 




3Y 



IIY 



3Y, INS; .7Pi 



5Y 



6Y 



IIY 



4Y 



5Y 



f>Y 



lY 



5Y 



INS ; 2R 



4NS; 6R 



ICF: 3NB: IR 



OX. 



corns 

1 Written provision for services, 2 - Reiniburstim^nt , 



3 - Liraltations/Rcstric tion 



C F ^ part of c 0 m j) r c h e n s 1 V e fee 
J I ^ if indicatGd 
N ^ no provision 
NR ^ not reinibursable 



NS ^ not specif led 

PA - periodic assessment 

R - re imbur sable 

Y - yes 



^Procedures/ratas for relinbursemenc not spacified in plan, 
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B. STATE MEDICAID PLAIJ P^'OFILi:, FOil TARGET STATES 

The written EPSDT state plans did not, in many instances, en^ 

coiupass all aspects of the associated Medicaid plan and the 
provisions under v/hich the stabe Title XIK agency actually 
operated specific DPSDT functions. 

Ho stats public V'/elfare agency retained or totally delegated the 
management of all four functions under review. However, in 
Misf^ouri and Oregon, the state welfare agency retained ^greater 
responsibility for three out of four functions, and only partially 
delegated the management of supportive services. On the other hand, 
the state public welfare agency in Illinois partially delegated 
all functions ejccept fiscal ^ while the Hassachusetts agency retained 
administration but partially delegated all others, California, 
however, totally delegated all functions except fiscal, which it 
partially delegated to another agency ^ In suminary^ the health 
function was most frequently "totally delegated "---eight out of 12 
state pub] ic welfare agencies reviewed, or 67% o^erall-^compared tr 
the other functions. This pattern is to be expected since the 
management of the health function requires special expertise in 
health service delivery* 
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Tho t'unctiori luo:;!:: i:r:ijqiUMi Li.y rntaj, ;u.;d by t:liu sUatc public 
v;olfare aqoncy, lioMi-vorf vjan fiwcal manacjGincnt , /vdndnistratinn 
find Bupport: uorviacM wuru parlilally delocjatccl l:o a giroatGi: QKliont 
tiUiii oLliui/ ruiicjliun;;, Tlio cllFfucion of rat^ponB ibility for man-- 
agiiKj var.L(jun nuicLiuu;:! pur tn l niiuj to l^pniil' Im nob Hurjir LBlnq 
tjivon Lhe hiijLory of: Uia iniplQinontatiion of 'I'iMe Ki:< aniony Uho 
phatosi cfcnarally, 'i'hara iian bean a marked tcnclGncy tor hcjalth-^ 
irelaLccl function:;^ bo be porformQcl by public hoalth rather than 
v.^QlfarG aqanoicG* Ilowovar, many public WGlfare agGncics have 
retained reyponeibility for fiscal management bocauae of TitlG XIK 
rcquirGments , but ^ibarcd the oporation of other admlni stra ti\/Q 
and BUpport sarviues. Bocause of the relaiilvely lo^v frec|uency v/ith 
which thu taryol; statu ayGnciQia retained the fiscal Sunction, ovon 
though it was moGt oftaii cited as balng retained, it might be 
jntcirosting to determino the extent to which this pattGrn cor- 
roIatQB to tho national trend. 

This delegation of functions often underlies difficulties in co-^ 
ordination and posos probleras to external entitiGS, such as Hoad 
Start, which attenipb to gain access to or influence the system, 

SRS permitted the etabes to define eligibility for Ilodicaid in 
tcrnis of either persons v/ho are defined a£3 categorically neody 
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only (recaivincj financial a^; liis tar.cQ paid Lot in part by federal 
furids) or bhose who are catGgorically and modically neady (v/hich 
may include [jar sons with upecial noods for assistance rGgarding 
lioalth sarvioa^ bccausa of lowor incoTiic or rocTu irGiiiaii ts for 
extanaivo 1. ilth care)* /.nalysis of the abiitGHj' hlPGDT pltins indicated 
that six sLatcs^-Mcw JciTBcy^ MiaGissippi^ Ohio, Tcxap , MlsGouri^ 
and Oregon"-^providGd Medicaid, and thereforo EPSD-r sGrvicGs^ oiilv 
fo"*^ those parsons v/ho v;are categor iaally needy, ■ Maasachusat tS/ 
Maryland/ TennesBoe^ Illinois ^ Montana^ and California^ on tlm 
other hand; have moro liberal eligibility criterici for Medicaid 
and include the medically needy, inf orinatioii obtained in the on- 
site visits indicatod that these differances had an important 
bearing , 

It has been impossible, to date, to obtain complete inforniation 
on the frequency with v/hich states required redetermination of 
Medicaid eligibility. Redetermination is defined to mean personal 
intaraction of the client with the responsible public agency, in- 
cluding presentation of supporting aocunientatlon required to con-^ 
tiiiue Medicaid eligibility as opposed to dnternaL reviev/ of status, 
etc* , by the agency. According to available inforniation, fivo 
states, (Maryland, Mississippi, Illinois, Terns , and Missouri) 
specify tliat eligibility determination is to be done at, 6'-rnonth 
intervals • Since information is not available on the other seven 
states, no analysis of this dimension is provided in this report. 
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SRS ireguiationa waru explicit th<\ t Uhe state EPSDT ciyancy use 
as many difforQiit typOB of providers as possible in thm imp] o-- 
niontattoii at the EPBD'I' program. BHB also encouraged efforts 
to pra\rida vondor ■ibatius for bhcBBU varioun cumniunity provicIcr^» 
and thGrcfore rn jjalnirHQinant for sorvices they roiiclGr, Tho 
statG plans wero roviewad to detarrnine the typos of prov^iders 
deemed eligible for vendor status under Medicaid. All of tlio 
tarcj(5t states cleemGd hospitals/ private physiciaris/dentists^ 
and otlior hGalth pract itioner s to be eligible vondors . Tlic 
provisions for eligibility of other health practitioners varied 
extenaively, with categoriGS such as chiropractors and optoraetr ists 
being fnaquently includad. California^ did^ however^ include a 
numbGr of the iiiore recently recognised healtli practitioners within 
its definitions of eligiblG vendors, All states except Missouri 
included public health agencies, and Tennessee was the only state 
to include private voluntary clinics. 

In general/ most if not all^ state EPSDT plans provided for tradi-- 
tional providers of medical and health services to be eligible van*- 
dors . There v/a s a much lower f rec;uer icyy only 501 of the states ^ 
of plans \^hich allo\v^ed coni munity agencies to achieve similar status . 
S\ich exciusion could potentially hav e an adversa effec t upon the 
ability of t he conrriu nity EPSDT' agency to moun t an effective inforination , 
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qutraach and scraQning |jrocjirnnu Omvori^Qly , tliio situation may 
impede lioad 3tairt affortio bo obtain rcimbuiriiarnGnt for Barvi.acB 
it can providi; more ufCGC ti\/aly , One alternatives not eKplicit;ly 
identified by tho tabic i:^ jo:Lnt vuncior nta tus^ v/hich is provided 
by Misrsouri. in tliis aaso^ a coiiununity agency can Ijq a vendor in 
concert with a inorc traditional providar. '.'iia SpringfiGld projoct 
is Gchodulcd to become a vendor undGr thiy provision^ in concort 
%'/ith a locals and supportive^ physician^ 
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C. y'J'ATL'/LOCAL EP^irV OUGANl^ATi rMi/\L RESPONS E BILITV IN 
TARGET STATES 

BecauBu of the gapi: in information and lack of Bpecif ici by about 
or y ii ^aL iuiid i rutipoiisi.bxl 1 Ly aud opuratiouul rudlity dutucLuu 
ill tliu BuuruQj monliicjiiud i-^ruv ioublyi. aldiLiuiial iiif urina Uiun way 
collQated during the uito visiba in an attempt to ainplify thQse 
matarialB* Information was solicitod from selected Head Start 
projects, public ageiiciGi3^ and community agencies- -includinq 
providers of sorvice ---corjn rcling their knowledgo of and DxperirjJicGS 
with the ongoing oporatiaii of EPSDT* Their consents and insights 
helped broaden the picture of the organizational and operational 
aspects of the EPSDT systGui; in general, however, their knou^-- 
ledge vas limited to their experiences. In addition, materials 
pertaining to EPSDT that had been distributed by state or local 
agencies wore collected and reviewed. 

1 . /^inalysis of Findings 

In analyzing the type of relationships that existed at the state 
iataragency level, we found that the relationship was defined 
through a contractual agreement in 14 instances* Only one state, 
Massachusatts , had an informal agreement at this level-^--in this 
instance between uhe public v/elfare and health agency. In New 
Jersey, the different state level agencies involved in EPSDT 
were structured so that they ^ere ultimately responsible to the 
Stat© public welfare agency^ but functioned as semi-autonomous 
units* 
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In reviewing the 12 taryat stale^^, wg found tha most frequantly 
cited* partiGs to intc^ragency relationships to be the public 
welfare and publia health agencies (eight out of tvvelVG atatos) . 
Thn Keconrl niont: PrnqucntTy citacl iiitiGragancy rcIatlQnship in- 
volvud the publLc v/olCarG agoncy and a privato inaurancQ Garricr* 
Tha frGquGncy of welfare and health agancy invol^TGniGn t is to 
be expecbGd bocauso of the rGquirements of Medicaid/EPSDT • It 
xs of . particular intorest, however, that at least 501 of the 
target states'—six out of twelve-^GontractGd with a non'-'govGrn^ 
'mental entity/ naniGly/ a private insurance carrier such as Blue 
Cross, to be responsible for the fiscal nianagenient of EPSDT. 

The public welfare agency v/as most frequGntly cited (ten oub of 
28 times) as having organizational responsibility for specific 
EPSDT functions* The roxt most frequently cited agency was the 
public health agency, eight out of twenty'-eight times. 



*It is assumed that the public welfare agency is a party to 
,the contract^ even where it is not specifically cited, be- 
cause of Title XIK requirements. 
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'The medical function was most frciquantly found to bo accomplished 
throuyh an intGragcncy agreGmGnt , thirteen times as comparGd 
to oncm tor tranGpor ta tion * M'liG states usuaLly chosG health-- type 
unitn to bo rcif^pDiiaibic tor iho racdical tuiiction, c.g,^ public 
hoalth dQpartmont^ Btato lical^ih aganc/, or a modical asBiGtaiicc 
unit. Since welfarG agonaiQB rarGly anvo tlie resources to provide 
comprahonsive hGalth services^ it is nGCr^i^^sary for them to contract 
for the pravision of such services. 

In examining state and local governinental agency relationships, 
v/e found that tan out of twenty-tK^o re lationshipu involved the 
local welfare board* In B^ven states^ hov^aver/ Lhe local board 
was a decentralized unit of the state public welfare agency. 
In such states^ the local welfare board has considerable autonomy, 
and policies and procedures may vary froin locality to locality with 
consequent confusion for agencies and Individiaals having to inter-^ 
act with them* 

The fact that EPSDT was primarily maintained as a state administered 
program was reflected in the relationships between state and local 
agenGies, In thirteen out of tventy-two such relationships cited, 
the relationship involved an organizational uiiit that was part of - 
the state administrative system, In six instances^ the unit was 
under local authority and the niamber of contracts needed and used 
to define the relationship between state and local units was 
drastically reduced^ 
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Agiiin, as in tho case o£ Btate in l.arag^ncy rDlationshipa ? tho 
medical funcUiaii was found to be most Crequontly dalegatad 
betv/Gt*n state and Local agoiicies-'-- twelve out of twonty-'two 
delegations of thir? Jiauuro cKiBtod, Health agoncia;^ v;arc the 
primary factors at the IgvcdI. A large dGgre^a of responsi-- 
billty was also givon to local units for follow-up and racord-- 
ko€piric|, transportation, and notification of eligiblosr including 
p u 1^ 1 1 c i n f o n ri a t. i o n . 



2 • Conclu sions on State/Local Or ganizational Rosponsibi 
T n Ta r g e t S t a t a s 



a , The rGSponsibility for EiPSDT is diffused over 

many agencies and levels of governnient , Although 
the limits of the various operational responsibilities 
(where ono agency's responsibility ends and the other 
begins) v-^ero not apeclfically analyzed^ it is appeirent 
that the operational aspects of Medicaid/EPSDT ar^i 
complicated* One agency certifies eligibles, another 
finds providers^ and another services/ sometimes from 
the state level andr in other cases ^ at the local lovsl. 
Identifying v/hlch agencies are responsible for various 
aspects of the program is often difficult since there 
are few clear patterns across functions and activities • 

b. Responsibility for support services seems to be vested 
in local governmental agencies # For instance^ in seven 
states the local welfare board has responsibility for 
follo\s?"'Up , The site visits indicated that in many 
areaS/ local welfare staff felt overextended with 
their regular caseloads and the additional responsi- 
bilities that EPSDT required made them feel even mora 
overejctended , 
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Ton stabc^i made proviBioni:^ for transportation, 
priinarily assigning it to local welfare boards. 
iJiforniation obtained in the site visits indicatGd 
that mciny EPSDT recipients have diEficulty even 
ill these states in securing EPSDT sponsored trans-- 
porta tioii, although thooretically they are entitled 
to this sarvicG. This CKamplG is only one of many 
illu^trnting the dlfficultios that occur when 
responsibilities arc diffuBed among many units in 
difCQront ways. Moraovor, the paucity of formalizGd 
rela tionEihips tends to frustrate the efforts of 
community agenciaa such as Head Start to gain access 
to and recognition by this system,. 



Po 1 icy Co n sicl era t ions On State/Local Organizational 
Respon"iTbTnrty in Target States 



Inforination on the operational aspects of EPSDT 
should be provided to consumers and agencies (such 
as Head Start) interested in making effective 
use of these services. 
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D. PROVIDER PHOViSXOUS AND v^mTllDl.:s BY SBLECTED PROJECTS 

An important issue for the i^tiplementation of tho B3?SDT program 
was the extent to which proviaers of EPSDT servicos, including 
Iltjacl Start cigcncicB/ couicl acJiiuvu vianclor statue. 

L . AiialyB is of rindincfs 

It v^'as found that nine out of twelve of the target states placed 
restrictions on the vendor status of providers of Medicaid 
BQrvicss. only three states, Ohio, California, and Oregon, 
imposed no such restrictions ^ although all. vendora cannot provide 
all types of ser\/ices. Aa T&blm Xlll indicates .(see Appendix h) , 
soma states Impose additional restrictions for EPSnT services. 

Avallabls inforimtion was also analyzed to determine whether 
there were limitations which specifically restricted the avail- 
ability of providera/vandocs to supply screaning and treatment 
services for children eligible for EPSDT. There were proportion- 
ally fewer restrictions on pjcovidera/vendors treating EPSDT chil- 
dren. Only one state, Mississippi, reportedly iinposes restrictions 
on treatment vendors, wheroas four atates—Missisaippi , Tennessee, Illinois 
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D. PHOVIDEH PHOViSXOUS AND v^mTllDl.:s BY SELECTED PROJECTS 
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was the extent to which proviaers of EPSDT sorvicos, including 
Head start cigcncicB, couid acJiiuve Viiiiclor status. 

1 . AiialyB is of rindincfs 

It v^'as found that nine out of twelve of the target states placed 
restrictions on the vendor status of providers of Medicaid 
BQrvicss. only three states, Ohio, California, and Oregon, 
imposed no such restrictions ^ although all. vendora cannot provide 
all types of ser\/ices. Aa T&blm XlII indicates .(see Appendix h) , 
soma states impose additional restrictions for EPSnT services. 

Avallabls inforimtion was also analyzed to determine whether 
there were limitations which specifically restricted the avail- 
ability of providera/vandocs to supply screaning and treatment 
ser\^ices for children eligible for EPSDT. There were proportion- 
ally fewer restrictions on pjcovider a/vendors treating EPSDT chil- 
dren. Only one state, Mississippi, reportedly iinposes restrictions 
on treatment \rendors, wheroas four atates—Missisaippi * Tennessee, lllinoiE 



ERIC 089 



VI T 47 



and Texas-'-placi restrictions on vcMidors of scrGGning services. 
In Maryland, thQre were no legal restrictions as to vendors 
scrGening EPSDT children. Many physicians have refused to 
completG the special set of EPSDT forms rGquired by the state 
because they Qorisidtjr bhc^m a duplication of effort; thus thay 
are not conBidarod EPSD*! providers. However^ since Maryland 
niada provision Cor prevoritive screening under its Mediaaid plan, 
providers are p^rforrriing screening services comparable to EPSDT, 
although these services are not recorded as such. In Illinois, 
where there restrictions, physicians not only found the forms 

to be unacceptablG but also disliked the burGaucratization of 
governmentally^f unded medical services. 

Three states required that providers complete an EPSDT parti-- 
cipation agreement to screen or treat eligible children* In 
tww of these states^ Oragon and Illinois, this policy was appli^ 
cable only to clinics, Vwo states had a preference for agreements 
again for clinios— and two had no such regulation, 

A number of states ^ hoyeveXf provided for accountability measures 
regarding reimbursement procedures. Eleven of the twelve target 
states required saparata billing on reporting forms for EPSDT. 
The rate system for reimtoursement ^ however^ allowed for much 
flexibility. For instance/ only on© state, Massachusetts, had 
a fixed fee for general Medicaid services, and four target states 
permitted physicians to charge their usual or customary fee. 
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The tvfentv^f ivQ Boloctod projGc^t::) woxa asltad their perceptions 



about provider attitucl 



Qm liowatd El'^SDT ratGs and practicGB 



In 



assassing the c^ttitudns of public providarB of EPSDT BorviCGSi 




in Qtlier OiXi^o^^ public yrov iclG^rsi wcira not uugcI by the projects 
or ware not inCiludGcl under tlm state plan. Five of these 12 
projocts Sound public pi^o^riders to be either positive or coopera-' 
tive in thair aittitudes, Four projects indicatGd that there v/ere 
no sorvicQB av^ilabla txoin thQ public sQctor^ 

There was a niuGh higheir response tate regarding the attitudes j 
of private providGrSf ^*/ith tv;©nty^two out of ti^onty-five selected 
projects provicJing lAforinat ion in this area, Moreover^ many 
projects dasoribed lA detail the it perceptions of providers from 
the private s^Gtor. In all^ Cortv^tTO responses were recorcled. 



By and larcjo ; the projects percieved the private providers as 



negative in th^ir attitufle toivard ypSDT , For instance^ nine 
projects raported that the rates were unacceptable to the private 
sector and eight cited the forms m.B a source of contention. 
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Se\rin projects indicated tKat tho private providers with w\\om 
they had contact refased ci- weira rQluctant to sb^v& Medicaid 
patients* OnL^ three projects found private proviaier^ to ba 
positive or cocperst.lve L3i their attitude^ Of interest ^ though^ 
is the fact th^t only one piojeat fait that the private prov^iders 
were unGooperative anfl foTit stated that the providers in thair 
^rea were opposed to ttie state policy. 

Coirunents front the salected projects reflected pra^rides oppo^itioJi 
to specif ia aspects of th« EPSDr program (rates ^ foms^ servile e 
def initions) , -fhe ov^eraLl pattern we one of ge^aral resistance 
to EPSDr and to Itedicaid, mhm role played by the state or local 
Meaieaid/EPSDr agency in overcoining attitudinal barrlat^ on the 
part of providers from th€ grlmte sector is Tincleari Ihera is 
no question^ however^ that such barriers severeli^ impaot on the 
availability accessib ility of EPSDT services for children 
eligible foir tJiis program . 

The selaated projects in lla^yi^iad, Ohio and TeKas were uniformly 
iess critical of the attitudes of public and private pcoviders 
of EPSDT seK-vices. Turth^r analysis is needed to aetermirte whothe 
the patterri of EPSDT serv^ice delivery in these three fibatea vras 
niore effective than tha^t In the other target states * 
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E. SELECTED PROJECTS* RELMIONS WITH STATE AND LOCAL MEDICAID/ 
EPSDT AGENCIES 



Tho guidelines for the Ilaad Start/EPSDT Collaborative Effort ax- 
plicitly called for Head Start to establish relationships with 
state anfl local Medlcaid/EPSDr agencies in order to implamant 
the demonstratiDn effort* 

1. Analysis of Findings 

There was wide v^ariation in the degree to which selected projects 
had initiated relationships with a state as opposed to a local 
Medicaid/EPSDT agency. 

The findings indicatGU that the Head Start program was usually 
responsible for initiating the relationship with the Medicaid/ 
EPSDT agency* In about half (59|} of the selected projects, the 
relationships establiahed with the local Medicaid/EPSDT agency 
had been initiated by the Head Start project alone* Ilowever/ 
the hoaith liaison specialist or the local Nedicaid/EPSDT agency 
did share the responsibility ^rith the project for Initiating the 
relationship in other oases • 



Vir-5L 

There were several factors which may have contributed to the 
marked differeiice in the nature and approach to relationships 
that Head Start projects developed with the state as compared 
to the local Medicaid/EPSDT agency. First of all, if 
the Head Start project perceived that maKimum utilization of 
14edicaid resources was a meane of increasing the range of ser— 
Ibices available^ the project may have pursued this objective 
hy initiating contact with the most readily accessible Medicaid/ 
IPSDT agency* The project would be most likely to contact a 
local unit rather than searching for the unit through which 
policy changes could be negotiated* Moreover^ many state agencies 
^hich were responsible for the Medicaid/EPSDT program either had 
decentralized program operations or had delegated part of all 
of the program functions to another agency at the looal level - 

In either events however, the responsibility for making policy 
and setting Medicaid /EPSDT standards was usually retained at the 
centralized level, Therefore, the type of agreement to be estab- 
lished between the local Medicaid/EPSDT agenGy and the Head Start 
program regarding the delivery of services could be^ at best/ 
only informal vith little impact upon the institutional arrange-- 
ments for the delivery of Medicaid/EPSDT services. In order for 
institutional chang es to occur, there would have had to be involve - 
me nt or approval of t he state unit with ultimate res ponsibility 
for the Medicaid/EPSDT p rogram , 
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Conclualons o r. Relationship with State/loeaL Medicaid/ 
EPSDT agencie& 



a The data indicate that there was an overalL inability on 
the part of the Head Start program to be fully inte- 
grated into the delivery systeiri of Madicaid/IPSDT 
services at the state or local level. No project re- 
ported that it was able to, be . reimb^rsea for either a 
limited or full range of the EPSDT rslated services 
it may have provided, and only the project rn 
Eugene, Ore., achieved vendor statui under the state 
Medicaid/EPSDT program 

h The Head Start/EPSDT CollaboratiYe Effort had minimal, 
if any, impact upon the institiit lonal arrangeinents of 
state Medicaid/EPSDT programs. It is highly unlikely 
that an individual Head Start proDect would have the 
pover or influence to effect Institutional change 
in the bureaucratic organisation of state Wedicaid/ 
EPSDr services without external support from higher 
levels of government. 



Policy Consideration on Relationship with S tate/Local 
Jled ica j.d~ Agencies 



Major responsibility for establishing Head Start 
as an integral part of the delivery system for 
Medicaid/EPSDT services, therefore, would appear 
to reside at the federal level. SRS , for Instance, 
could review the utilization of Head Start in providing 
certain specific services rendered where appropriate. 
Moreover, as a demonstration, effort, OCD regional 
personnel, particularly the health liaison specialists,- 
could be more actively InyoLved in initiating and 
following through on contacts to iniure that formalized 
relationships between' the Head Start project and the 
appropriate" state or local Medicald/EPSET agency are 
established and maintained. 
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^III. TYPES AND KDEdUACY OF TECHNICAL ASSISTANCE FOR SELECTED 
PEOJECrS 

In assessing the adegiiacy of technical assistance received from 
various sources # 56% (14 out of 25) of the selected projacts 
found that help given by the health liaison specialist was 
n\ore laseful than that available from state or Local Medicaid/ 
EPSDT agencies. Five of the projects also indicated that the 
technical assistance from the public agencies was equally 
sufficient. 

Thm state Medioaid/EPSDT agency v^as more frequeiitly cited than 
other ag^encies as not having provided any technical asaistance^ 
and one project/ Toms River, N. J., stated that it had not re- 
ceived assistance from any souTce. 

Thm seLected projects were also asked about the specific type of 
technical assistance they had received and the source, The type 
of technical assistance assumed to be available ranged from meeting 
inforrnatlon and coinmunication iieeds to improving prograni and admin- 
istrative functioning. Moreover ^ it was expected that the 
health liaison specialist would be primarily involved in serving 
infori^ational/communicative functions and the state or local 
agency would be primarily responsible for assisting in those 
areas ^hich required specific program eKpertise , 
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1, Analysis of Firidlngs 

The most £req\ient type of technical assistance provided was in 
the form of v/orkshops and information provision; fourteen proj- 
ects reported that they had received technical assistance in 
improving their relationship with the EPSDT agency. It should 
be noted that in one project—El Centro^ Calif ornia---^SRS vms 
the source of assistance. At the other extreme, no project had 
received any assistance in improving its fiscal arrangements 
and only six had received any help in improYing their supportive 
services * 

The health liaison specialist was most frequently cited as the 
source of technical assistance- The major type of technical 
assistance provided by the health liaison specialist was through 
TOrkshops and information provision, The health liaison special- 
Ists were relatively active in improving relationships with the 
EPSDT agency p 

O'he minimal amount of technical assistance provided by various 
sources beyond workshops and inforniatlon strongly suggests the 
reason why Head Start programs failed to change institutional 
arrangements in their relatioriship with EPSDT agencies. 
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A substantial proportion (L4) of the selected projects found the 
health liaison specialiBt to be sufficient in providing technical 
assistance. Yet. the niajor type of assistance provided by the 
specialist was at the inf ormational level. This attitude may ha'-'_ 
reflected a hesitancy to criticize the specialist. It may also be 
attributable to the fact that either the Head Start programs had 
very little underst'anding of the objectives of the collaborative 
effort, particularly regarding their roles; or there was a lack of 
av?arenass about the technical assistance that could be obtained 
from the health liaison specialist or other sources. 

Of equal significance was the minimal role played by the state and 
local Medicaid/EPSDT in providing technical assistance. Moat 
state plans specifically called for technical assistance activity 
by the EPSDT agency ranging from improving outreach and supportive 
services to enhancing the capacity of providers to deliver hard 
aervices. It is conceivable that the state and local EPSDT 
agencies did not appreciate the role to be played by Head Start 
progranis in the Medicaid/EJSDT program and therefore exercised 
little initiative in offering technioal assistance. 

Aa part of the evaluative study, the evaluation staff sought to 
identify the technical assistanco needs of the selected projects 
during the on-site visits. This aspect of the site visits was 
not specifically addressed as such with the projects, and the 
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assessments represent the judgment of the staff as to the overall 
operation of the collaborative effort and the information needs of 
the projects as viewed by responses to specific guestions / fainil- 
iarity with the EPSDT objectives, and observations of the various 
procedures set up to implement the effort. 

Twenty' out of 25 projects were found to need workshops and in-- 
formation* Of these 20 projects, 19^ stated that they^ had received 
this type of technical assistance, which suggests that there was 
need for additional help. Of even greater .significance warn the 
fact that 11 of the 20 stated that the workshop and inforination 
had been provided by the health liaison specialist. Further, they 
had found the specialist to be sufficient. One may conclude, 
therefore, that the projects had low expectations for the conduct 
of the workshops and provision of information. 

The evaluation staff also found that a large majority, 21 out of 
25 selected projects, needed technical assistance in irnprovlng 
their planning and administration, and an even greater number needed 
help in improving their supportive services, 

2 . Conclusions on Types and Adequacy of Technica l Assistance 



a. Head Start projects indicated that the technical 
assistance which they received for iniplementing 
the EPSDT effort tended to be less than adequate. 
To the degree that any source was helpful, the 
health liaison specialist was more frequently cited. 
State Medicaid/EPSDT aaencies, on the other hand, 
were usually no source of technical assistance at 
all. 



b* The most frequent type oi technical assistance pro- 
vided was in the forin of wdrhshop and information 
provision. No project^ how%ymr , received assistance 
in making fiscal arraiigeTiients aJid few indicated that 
they had been assisted in impleweating other adminis- 
trative procedures , 



Policy Considera tions on Ty pes and Adequacy of Technical 
Assiatance 



a. OCD might initiate a speQific prograra of training 
and technical assistance to enable a,ll Head Start 
programs to carry out the EPSDr Collaborative 
Effort more effectively, A.d^inistratlon and plan^ 
ningi as well as the developinant of coordinative 
linkages with state EPSDT agencies ; would be areas 
of concentration* 

b, The role of the health liaison specialist might 
be more clearly defined in regard to its ongoing 
technical assistance function aiid as a liaison 
between the Head Start projects and the state 
EPSDT agencies. 
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IX. COST/REVENUE IMPACT OF THE ilBAD START/EPSDT COLLABORAT-I VE 
EFFORT 

Introduction 

A major task for the e^ralaation of the Head Start/EPSDT Gollaborativ© 
Effort was to assess the cost irnpact of the program on tha partici-' 
pating demonstratiori projects. Attention was also to be given to 
the quantifiable oiitconies of the collaboration regarding reimburse-- 
ment revenues and the particular revenue sources obtainatS by the 
various projects to support the effort^ as well as the ^Qg^ssQd 
value of serviceg received by the participating groups (selected 
projects only). The following tables, therefore, analyse Informa- 
tion germane to the cost/revenue aspects of the demonstirc^tion 
program: 

Table KVU - Reven^ie Sources Used to Support the 
Head Start/EPSDT Collaborative Effort 

, Table - Head Start/EPSDT EKpenditures by Source 

. Table ^<t)i - Head Start/EPSDT Expenditures Re i Direct, 
Supportive and Administrative Costs; Cost Per Child 

rable XX - Medicaid InvolvsiH^t in the Payment of 
EPSDT Services for Medicaid Certified Partioipanta . 
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The instramQnts used to collect uwita presented in th© above 
tables %vere the Head Start/EPS DT Incoma Souraes Form ^ the Head 
Start EPSDT EKpeadlture Form7 and the Health Care Encounter Form* 



The respoase rate of the demonstration projects to the afore^ 
mentioned instrumeiits was relatively low* As of this report * a 
total of 4 6 (2 3%) of the 198 participating projects submitted 
the IncoiTie Sources Form, Eight of these projects were selected 
projects^ Even fewer projects responded to the EKpenditure Form* 
Only 45 projects (21%) of all the projects jEorwarded information 
via this instrument. Of these projects^ five were selected projaats. 

Repeated efforts were made during the course of the evaluation 
to obtain the requisite information* In each instance^ those 
projects not responding were contacted and requested/encouraged 
to complete and return the forms as soon possible. The projects 
were advisec3 of the importance of their JC'^^ponse relative to the 
validity of the evaluation study. These efforts^ however, had no 
material impact on the response rate* It should be noted that 
Completion of these forms came at the end Of the year. It was^ 
therefore not possible to persist in seekisT^g this information 
since many projects were closed, and staff was not available. 
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The primary reason for the law rosponse rate may have , 
been the lack of cooperation the health coordinators received 
from the fiscal officer* of the prograni. without assistance 
from this staff person^ many health coordinators £©lt at a loss 
to attempt cornpletion of the forms themselves* Moreover/ many 
projects did not understand the information being requested and 
failed to inquire. Nonetheless^ because of the low response rate 
to both forms f any definitiv^^. statements made regarding the data 
tables are only relative to. t^he universe of pro jag tg^ reporting . 
Speculation as to the revenus/cost impact of the collaborative effort 
can only be advanced concernivng the balance of projects not re- 
porting* 

It should further be noted th^t the information reported hy these 
projects v/as not subject to aWdit and^ therefore^ was taken at 
face value. 



*Thia individual was designated responsibility to assist 
the health coordinator in aompleting the incQme Sources Form 
and the Expenditure Form, 
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A. REVENUE SOtlRCES QBmiHED BY THE DEMONSTRATION PROJECTS TO 
SUPPORT THE C0LLABORA1XVE EFFORT 



A profile of raveniie sources obtained by the various demonstration 
projects to support the Head Start/EPSDT Effort is provided in^ 
Table XVII, Irifprmatioii %vas taken from the Incoine Sources Form 
and arrayed by region, state ^ and program to indicate the eKtent 
to which each region/ state and prograrn made niaximum use of all 
available resources regar^iing the implementation of Head Start/ 
EPSDT, 



This table outlinas six possible sources of revenue that may have 
been used by tha deraonatration projects in support of the collabora- 
tive effort. These are^ 



gover nmental ^ amoiint of monies received/ 
earned ■through federal ^ state and local grants 
in cona^qtioai with the Head Start/EPSDT 
Collatorative Effort, 

Third P arty Payors - amount of monies received/ 
earned through thirds-party payors such as Medi- 
caid (Title XIK) and other purchase of service 
agreements that hav^e been reached. 

Direct Patieat Payments - amount of dollars 
receiv'iHT'earrLea though direct payments made by 
families on behalf of children , participating in th© 
collaborative effort. 
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CgLSl^ C oritrlbut- loil - amoiiivt of unearned income Stom 
voluntary contributions, ©•g.^ foundations^ endow- 
ment S| ate, 

* Doiita.ted gerviqej_ and Ma terials - the assessed value Of 
iri-^kinS siappo^t firorn non^cash doriatioris, e.g./ volunteer 
personnel services, materials and other, contributions 
o£ a noii=^cash nature w^h.ich axe increniental to program 
services 

Other R evenua - amourit of any other revenue from income^"- 
earning efforts sucli as salea^ interest, etc. — not 
ptaviously listecl* 



As a point of reference^ none of .the 19 8 denioas tration projects parti^ 
cipating In the Head Start/EPSDT Collaborative Evaluation (with the 
eKCeption^pf Eugene^ Oregon) had raached agreements xvith state/local 
Medicaid agejicles for diract third-party reiiribursement . This p= 
however^ ^as not a priority objective of the first year effort* It 
is anticipated that the second year evaluatioa %vill place more 
emphasis on the demonstration pro j acts sesuxing direct third party 
monies through purchase of service agreements with state/looal^ 
agencies* Thus/ monies shown Lti rable XVri as O'itle XlX/Medicaid 
did not constitute vendor status* on beliaif of the project. Rather* 
data from this table represented the projects' estimate of Title XIX moniei 
obtained by health providers for services rendered to Medicaid eligible 
ohildren (of the respective projects) participating in the^ collabora^ 
tive effort. 



*Vendor status ^ racogriiged as a provider of health services 
(for which Title KIX monies can be received) by the state/local 
Medicaid ageacy. 




Cg^sl^ C oritrlbut ioii - amoiiivt of unearned income Stom 
voluntary contributions , e» g . foundations/ endow- 
ment S| ate, 

* Dona-ted BexviCBm and Ma terials ^ the assessed value Of 
in^KinS, siappo^t firorn non^cash doriatioris, e.g./ volunteer 
personnel services, materials and other, contributions 
o£ a noii-^cash nature w^h.ich are increniental to program 
services 

Other R ayenua amoxirit of any other revenue from income^-" 
earning efforts sucli as salea^ interest, etc. — not 
ptaviouBly listecl* 



As a point of reference^ none of .the 19 8 denioas tration projects parti^ 
cipating In the Head Start/EPSDT Collaborative Evaluation (with the 
exception 'pf Eugener Oregon) had reached agreements x^ith state/local 
Medicaid agejicles for diract thira-"party reiiribursement . This p= 
however^ ^as not a priority objective of the first year effort* It 
is anticipatecl that the second year evaluatioa \vill place more 
emph4Bis on the demonstration pro j acts securing direct third party 
monies through purchase of service agreements with state/looal^ 
agencies* Thus^ monies shown Lti rable XVri as O'itle XlX/Medicaid 
did not constitute vendor status* on beliaif of the project. Rather # 
data from this table represented the projects' estimate of Title XIX monies 
obtained by health providers for services rendered to Medicaid eligible 
ohildren (of the respective projects) participating in the^ collabora^ 
tive effort. 



^Vendor status racogriiged as a prcvider of health services 
(for which Tltl^ iCIX monies can be received) by the state/local 
Medicaid ageftcy. 
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1 , Analysis ol: F i nrl_iji^j3 

Table XVXI ohows that an ovcrv/halming majority of hho demonstration 
projects reporting v/crG vary niuch clependGnt upon tho BuppleiiKinta]. 
grant providud by the federal government for support of the Head 
Start/BPSDT effort, Projact grants ranged from $500 to $16,500 
as roported by Jackson County Child Development Centers of fledford, 
Oregon and Prairie Opportunity^ Inc. of Starkville, MiBsissippi 
respectively* Monies generated through other sources were minimal 
by comparison and in some categories no monies were reported at all. 

It appears that there was no direct relationship between the 
number of children enrolled and/or participating in the Head Start/ 
EPSDT Collaboration / by project, and the amount of monies allocated 
by project, for the Implementation of the collaborative effort. 
For example, the South Middlesex Opportunity Council of Farmj.ngham, 
Massachusetts indicated it planned to serve 2 50 children for which 
it received $10,000 in supplemental monies- In contrast, the 
Pater son Task Force for Community Action of Paterson, Hew Jersey only 
received $8,000 from the federal government with a planned population 
of over 5,00 0 to be served. Thus the rationale for the distribution 
of supplemental funds was not clearly discernible. 
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H1:;V1::nUF; SOliHCES USED TO SUPPORT THH 
HEAD START/KPSDT COLLUBOMTIVE EFFORT 



Table XVII (Cont'd) 
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m?m souKCES used to support the 

HEAD START/EPSDT COLLABORATIVE EFFORT 

Table MI [Cont'd) 













Oihor 
TiJrJ 


Dirgct 












Cihur 


701 rjl All 




























' ] = j' .J!i 
























i 


Totol ^ 






















u 




i:,ooc 










^ — — — 1 








1 2^ 










!;""i\i;.kf'Mr. 


























mm 




















i 25 








'MM 


moil y, 

Illinois 
Cf'Qk Cgiinty 


nhm 














* 




r,,e:!n 1 


1 300 
lOfl 


1 

2,^1] 


mM 

18, 




















........ I 

UM ! 


5 .I0fl 




^34,411 



i:(-io 



mmt SOURCES used to support the 

HEM START/EPSDT COLLABOIIATIVE EFFORT 



TablG mi (Cont'd) 













i - 1 ■ 1 .1 - - 


f^r.Ti'/iils 






1:10.114 






ether 


1 

i 


mm (con'T) 






.r 




















j 

? r,oco j 
i 

10,000 I 








- — 


— - - 




- -------- 


































1 6,200 




5 2,811 




toUl 


— —^-■^ 1 







• 


1 404 
















I 

( 

j 

$ S.i'JG 1 

$ SiOCO ' 
10,053 \ 




















S M j ^ 50 




* Hat Si;rinp 


$ 3. DM 
























r 
i 
1 




1 S.ljOO 


• 


















§ JCfl 




^ s,ino 


rv^iianal Totals 


^30.000 






-.1 ip.riMiiitlfc,tMi 


$ m 

i i itii Mil '" 










$ LOW, 
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:::v;;;:uE "mm ui'd to support the 
' ::/?Km mBomm effort 



Table XVII (Cont'd) 













TMrd 








Conti'ihy- 








- ' " 

I'otal All 


Ri:(;iQ;i vn, 




















5 1,100 


$ 3S 


? ''iQ 


? 6,175 


:;i[],ni)0 


















? I.IOD 


0 3ii 




















- 








7!) 


ISO 


$ 5,000 ■ 
wo, 321 


$10,uGr] 
















































3 110 


$ 7^)0 


527,02/ 


REGION mu 

Pueblo 
Totdl 

Salt Uikf? City 


5, ODD 






m 


?10,G00 












^ai 


$ 250 


$14,150 


? B/JOO 






















1 m 






















S 0,000 


S 100 














$ 642 


110,000 












$ 581 


1 m 


579,253 
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REvniiui: sources used to support the 
hea;. r:':^'!!/mm o)\.mmtm effort 



Table XVII (Cont'd) 











Projects 










Til] f'd 


Difget 










Donatf.'d 


Othor 


ToEal All 
KevnnuB 










Ptiriy 








mp 
































































Ki:^ll6if ^ 












































































15Q 
221 


25 




5,l5,3ul 
1^,307 


La Grdmk 




























500 






13^000 














10 


SOD 


10,850 
5,130 




5.700 




















5,140 




15,170 I 


Total 








516,504 














^ 1,101 




v>im 


nsgional Total i 


PS, 2^7 


















% yM__ 


15, 183 


1 ■ 








1 
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REVENUE SOURCES USED TO SUPPORT THE 
HEAD STAHT/EP5DT .COLLABORATIVE EH'ORT 



Table MI (Cont'd) 



Projocts By 
P.ggjon/SLitG 



Fort Mk 



Itagignal TetalS 



m^m mm 



I 3,400 



18,408 



5,DO0 



2^, 39a 



5 411, ?M 



Local 



'ii^')feiUibiiij'-f^ ^^i^^'^y^r^^' lifejL i di ^ rt ^ ' 



2J« 



3,100 



Tliii'd 
Party 



$1,230 



$ 1,130 



Dirtct 
Patient 



Found- 



530 



-0= 



Private 
tione 



^ 3d 



M^toriall 



Other 



TOtJil All 



5 3,450 
11,112 
3,140 




11^ 
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A total of $586,188 was obtained/generated for the oollaborative 
effort among the 46 projects reporting. Ejchibit V illustrates 
the percentage distribution of this amount between the respective 
revenue categories. The distribution shows that federal fundi 
(supplemental grant) of $431,798 far out-distanced the other cate-- 
gories as the major contributor to the Head Start/EPSDT effort 
and accounted for 73,7% of all monies generated. In addition^ 
monies generated through Medicaid/Title XIX ($61,925/10*6% of total) 
and Donated Services and materials ($55,094/9,4% of total) combined 
to represent 20% of the total funds available to support the 
collaborative effort* These categories , together, became the 
second largest supporter of the collaboration* Exhibit V also 
indicates that very few dollars were provided through state and 
local governments, cash contributions, etc* 

The data supports, as previously indicated, a strong reliability 
on the supplemental grant for maintenance of the demonstration 
program* Table XVII shows that eleven (24%) of the 46 projects 
reporting rely solely on supplemental grant dollars for support. 
These programs are identified in the table by an asterisk (*) 
placed next to their names. Analysis also reveals a modest dependence 
on Donated Services and Materials, It is interesting to note 
that five projects indicated financial support in this area . 
ranging from 2 0% to 36% of the total of all monies recQived, 
Reference Exhibit VI. 
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EXHIBIT V 



PERCENTAGE ALLOCATION OP MONIES RECEIVED IN 
SUPPORT OF COLLABORATIVE EFFORT 



CATEGORY 


AMOUNT 


% 


Federal Government 


$ 431,798 


73.7 


State Government 


6,886 


1.2 


Local Government 


1,887 


. 3 


Medicaid (Title XIX) 


61,925 


10.6 


* other 


18,725 


3.2 


Dirsct Patient PavmQnt'5 


530 


. 1 


C^rH Cnri t t" i hti 1 1 nn ^ 1 

W Cl S * L W \J it \^ mIa *J L4 W t 3 * 

rounaauions 


u 




Endowments 


-0- 




Private 


25 




Donated Services and Materials I 
Services' 


43,370 


8.1 


Materials 


7,724 


1.3 


Other 


9 ,318 


1.5 


Totals 


$ 586,188, 


100.0% 



* other monies obtained through third party sources. 

* Other income earning efforts in support of the collabor-^ 
ative effort such as sales, interest, etc* not previously 
recorded. 
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EXHIBIT VI • 

COMPARISON OF FINANCIAL SUPPORT 



Head Start/EPSDT 
Project 


Total All Monies 
Received In Support 
of Effort 


Total Monies 
Received-Donated 
Services & Materials 


Percentage 
Relation^ 
ship 


oOutn IXllQClXeSeK 

Opportunity Council 
Framingham , Mas sachuee tt s 


32,500 


12,000 


36% 


Thames Valley Council 
tewitt City, Connecticut 


14,000 


4,000 


28% V 


Kentucky Youth Research 
Frankfort^ Kentucky 


20,000 


4,000 


20% 


Lake County C,A*P, 
l7aukegan, Illinois 


18,911 


6,000 


31% 


Parent Action Council 
Roeeburg, Oregon 


19,170 


5,148 


26% 



Most other projects, as Table XVII shows, reported revenues from 
Donated Services and Materials, These amounts, however, were 
not significantly large and would not greatly impact on support 
of the collaborative effort. 



What is obvious from the data is that few projects had financial 
cornmitments from sources other than the federal, state, and local 
governments. Contributions from the private sector (foundations, 

endo^^ents, individuals, etc.) were simply non^-eKistent , This, 

however, is not surprising as most programs were not engaged 

in a conununity^wide effort to solicit money from private sources 
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to support the Head Start/EPSDT program. This was also not a 
priority objective of the program. 

Region I reported receiving $127,462 in support of the collabora-' 
tive effort. This was ^he highest amount reported among the regions 
and IMPD programs* The best return rate of the Revenue Sources 
Form was also eKperienced in this region with 50% (10 out of 20) 
of the programs submitting the requisite information, ThiS/ of 
course # contributes significantly toward the amount indicated and 
suggests that other regions may have fared as well or better 
depending upon their response rates. Region 111^ on the other 
hand, reported obtaining $77 5-'-the least among the regions and 
IMPD programs. The response rate in this region was very poor 
with only one of the ten affiliate projects reporting. Again ^ 
the poor response rate is directly attributable to the minimal 
amount reported. The variations in responses among the regiono, 
therefore^ preclude making objective comparisons regarding the 
amount of monies received. 
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2 , Goncluslons on -Revenue Sources O btained to Support the 
Collab6rative~ Effort" 



a. SuppleiTiental grants received by the demonstration 
projects varied widely. There was no apparent cor^ 
relation between project size (number o£ children 
to be served) and the amount of monies allocated 
per project for implementation of the collaborative 
effort. 

b. To a very large extent^ most of the demonstration 
projects depend upon the supplemental grant for 
support of the effort. For every dollar generated 
in support of the effort ^ the supplemental grant 
represented approximatley 74 cents* It is further 
concluded that the collaborative effort could suffer 
greatly/ if the supplemental grants were discontinued 
as most programs show no immediate alternative method 
of financing p 

Despite the reliance by the dem.onstration projects on . 
the supplemental grants some projects showed initiative 
in generating dollars through Medicaid/Title XIX and 
Donated Services and Materials. These categories^ 
accounted for 20 cents of every dollar spent by the 
projects on the Head Start/EPSDT Collaborative Effort. 

d. Monies generated outside the government agencies were 
of very little consequence. 

e. It can be speculated that if information were available 
on the balance of projects not reporting^ it would 
have little influence on the above conclusions 
reachedi particularly regarding the distribution of 
the supplemental grant monies and dependence on same 
for support of the collaborative effort. 
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3. Policy Considerations on RevQnue Sources Obtained to Support 
The Collaborative Effort " ~ ~ 



a. If the supplemental grant is. to continue, it is 

suggested that monies could be distributed based on a 
formula that reflects program siie and other variables. 
This could greatly contribute to an equitable means 
of allocating supplemental monies among the programs. 

b- Programs could be encouraged to begin soliciting 

sources other than the supplemental grant for support 
of the collaborative effort. Suggestions are i 

recognition as a provider of health services by 
the local/state Medicaid agency, whereby third 
party monies accrue directly to the demonstration 
project. These monies can then be reprogrammed or 
earmarked for subsequent EPSDT health and support 
related services . 

where provider recognition is not possible, 
programs may be encouraged to reach agreements 
with local health providers (which are recipients- 
of third party revenues) to share in any monies 
they receive as a result of services rendered to 
children of the local projects, As in the above 
situation, these monies can be used for future 
EPSDT services 

implementation of direct patient payments (for 
non--Medicaid eligible families only) predicated 
on a sliding fee scale system which takes into 
account "the f amily^ s ability to pay 

solicitation at the local community level to 
attract monies from the private sector, e.g., 
sponsorships, contributions, loans, etc. 
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B. SOURCE OF EXPENDITURE FOR HEAD START/EPSDT COLLABORATIVE 
EFFORT (TABLES KVIII AND vi;;) 

The eKpenditure form was used to collect information on the amount 
o£ monies expended by the demonstration projects in support of 
the collaboration effort* The form was also designed to assess 
the per child cost of screening and treatment and related suppor-- 
tive and administrative services. Information reported was for 
the period July 1, 1974, to June 30, 1975. 

There was wide disparity in reporting among the demonstration 
projects regarding the expenditure form as compared to its counter 
part--the income form. It appears that most projects did not 
understand that the amount of monies reported as available for 
the collaborative effort (reference Table XVII) was directly 
related to the arnount of monies that could be expended on the 
effort. In fact, many projects reported more monies expended 
than were actually available* 

Because of the lack of data and^ in some instances, its unrelia-- 
bility, it was ^not possible to undertake the kind of analysis 
anticipated. Therefore^ no conclusions can be drawn relative to 
the cost impact of the Head Start/EPSDT Collaborative Effort for 
the universe of 198 projects. However, for those projects re^ 
porting, the available data on .the dispersion of these costs are 
summarized in Tables XVIII and XIX, Conclusions and recommenda- 
tions as to the findings also follow, but are liinited to the 
universe of projects reporting. 
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Information by region^ state and project concerning the source 
of expenditure for the collaborative effort, m.g, , Head Start/ 
EPSDT (supplemental grant), cash contributions^ in-kind contri-- 
bution, etc., is presented in Table XVIII. The table further 
Bummariies the total amount of expenditure from all sources for 
each region, state and project. 

Monies expended by the demonstration projects on the collaborative 
effort (including EPSDT payments to providers, as estimated by 
the projects) are categorized into three major groupings in 
Table XIX: 

Direct Costs 
Supportive Cost 
Administrative Costs 

This table further provides the per child cost of EPSDT services, 
by dividing the universe of children served into the total cost 
of all services rendered. 
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Definition of Terms 

Direct Costa refers to those costs which are directly attributable 
to aervices rendered to children and their families participating 
in the Head S tart/EPSDT pr ogram^ e*g. ^ wages paid to staff per-^ 
sonnel directly involved in administering medical services ^ cost 
of supplies (prostheties ^ pharmaceuticals^ etc.) used in the 
course of rendering health services^ etc. 

Supportive Costs refers to those costs which are necessary to 
ensure quality and ongoing services to children and their 
families^ e.g./ wages paid to staff persons who are not directly 
involved in EPSDT medical treatment s but who perforin functions 
which induce better or continuing patient service^A^ such as 
outreach^ EPSDT staff training^ etc. The cost of providing 
transportation to and from the clinic setting would also be 
germane to this category* 

Administrative Costs refers to those costs which support overall 
Head Start/EPSDT operations/ but which are no t associated with 
direct medica l services to the collaboration participants , 
e.g./ wages paid to Head Start/EPSDT administrative staff, cost 
of transportation/ materials, etc./ which are attribritable to 
EPSDT administrative functions. 
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1. Analysi s of Findings (Tabla KVIII ) 

Projects reported that they spent a total of $656,383 on the 
collaborative effort. As expected, the majority of theK^e 
monies, $496,087 (76%), came from the Head Start/EPSDT supple- 
mental grant. Other federal dollars in the amount of $68,591* 
paid for 10% of health and related EPSDT services provided to 
children, thus representing the second largest expenditure source 
in support of the collaboration. Contributions from other sources 
were significantly less. Exhibit VII provides data on the amount 
of contribution by expenditure source and its diatribution as a 
percentage of the total. 

Interestingly, EPSDT Medicaid was rarely a source of funds used re- 
garding health services to all Head Start/EPSDT participants. Figures 
show that only 6%, $41,858, was used for health and related services 
from this source. This may have been a result of under-^reporting by 
the projects. However, Medicaid's participation as a funding source 
increases relative to Medicaid payments for services rendered to 
Medicaid certified children-^-both Head Start and non-Head Start. This 
will be eKplained in next section. For example, projects reported 



*This amount appears unusually high and may be the result of mis 
interpretation". That is, some programs may have inadvertently 
reported expenditures from the supplemental gra^nt under the 
"Federal*' category as opposed to the "Head 'Start/EPSDT" expendi 
ture category. 
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EXHIBIT VII 



SOURCE OF EXPENDITURES FOR HEAD START/ 
EPSDT COLLABORATIVE EFFORT 



EKpenditure Source 


Amount 


Contribution 
By Source 


Head Start/EPSDT 


$ 496,087 


76% 


Non-Cash In-Kind 
Contributions 


32,062 


5% 


Cash Contributions 


69 




Federal (Other than 
Suppleinental Grant 


68,591 


101 


State 


5,743 


1% 


Local 


4,529 


1% 


EPSDT/Medlcaid 


41,858 


6% 


Other 


. 7,445 


1% 


TOTAL 


$656,384 


100% 



NOTE: Information is based on a total of 45 projects reporting, 
which represents 23% of the 198 projects participating 
in the Collaborative Effort* 
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SOURCE OF J3KPENDITUHE FOR UEhD START/ISP 
COLLABORATIWJ IIFFORT 

Table KS/ill 



Projc}{;L^^ by Rerj ion/Sta to 


Hoad Start, 
EPGDT Kk- 
pend t tuiroB 


In-klnrl 
cc^iitrl-- 
. bub ions 


contr i-- 
butions 


Fn}doral 


State 




ru=,Ul_k:/iJ L 

Clout; *:?Gtc*'' 
Pittsfield 
Grt^&n field 

Total 


$ 11,32.^ 










19, 322 




$ 40 








2,046 


$ 319 










$ 32,693 


S 319 


$ 40 








Vermont i 
Newport 

Total 


$ 10,150 












10,000 












$ 20,150 












ConnGcticu^ : 
Dan lei son 

jcwett City 

Total 


$ 9,6B4 


$ 141 




$ 13,661 






9,086 


$ 4 ,000 










$ 19,570 


4 ,141 




? 13,661 






Begional Totals 


$ 72,413 


$ 4,460 


$ 40 


S 13,661 






REGION II 
Q New York 5 


$ 8,102 


$ 1,135 
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SOORCl OF EKPENDITUBE I'OR HEAD START/EPSOT 
COLLMORATnE IIFFORT 

Table Will 



Projuijl,:; by Refjiaii/r.t,:it.fj 


Haad Starts 

mm u- 

peni.lt tiires 


Kon-casli 
In-klnfl 
ci.iiiLi'i-' 
. bill; ions 


Canll 
contri- 
butions 


Fedora 1 




Local 


epsdt 

Wtle XI); 




Total 
HS/EPSDT 

Expend, 

From All 
Sources 


REGION I 

Gloactistcj' 
Pittsfield 
GftjQti field 

Total 


$ 11,32') 
















$ 11,325 


I9,32r 




$ 40 













19,362 


2,046 


$ 319 








$ 190 


$ U31 




$ 3,746 


$ n,m 


? 319 


5 40 






5 190 


$1,131 




$ 34,4.1] 


Verniorit: 
Mewport 

Total 


$ 10,150 
















S 10,150 


10,000 
















10,000 


$ 20,150 
















$ 20,150 


Connecticut: 
OataelMn 

joyett City 

Total 


$ 9,684 


1 141 





5 13,651 






5 2,146 




$ 25,632 


9,886 


$ 4,000 














$ 13,886 


1 19,570 


4,141 




5 13,661 




$ 190 


$ 3,145 




5 39,518 


Regional Total s 


1 12,413 


1 4,460 


$ 40 


S 13,651 




$ 190 


$ 3,371 


? fiO 


S 94,101 


REGION II 
J, A New York? 


$ 8,102 


1 1,135 














$ 9,237 , 

— 













SOURCE OF EXPENDITURE FOR HEAD START/EPSDT 
COLLABORATIVE EFFORT 



Table XVIII (Cont'd) 



Projoct by Rogion/HtatG 


Head Start 
EPSDT Er 
penditures 


Non-cash 
In^kind 
cOntri-^ 
biitions 


Caili 
contri- 
butiorii 


Federal 


State 


IjOCbI 


EPSDT 
Hedieaid 
Title XIK 


Other 


Total 
HS/EPSDT 

From All 
Sources 


REGION II (CONT) 

Mew Jersey: 

Orangs • 


1 5,2?8 
















i 5,273 


Regional Totals 


113,380 
















'S14,515 


REGION in 

i 

Mryjand: 




S 2?5 










$ 550 




110,775 


test Virginia* 
Roanoke 


$ 5,567 
















$ 5,56? 


Regional Totals 


1* i r r f T 

$15, 5o/ 


p» n E 














SIS 142 


REGION F 

Starkeville 
Vazog 
Total 


? 8,240 













$ 3,000 




$12,040 


12,300 






5 5,649 


$ 3,380 




191 




.21,520 


S2O,540 






1 5,649 


$ 3,380 




$ 3,991 




$33,560 


Tennessee i 

V) m^f Oil 


S 6,865 


S . 24 


S 4 

r 




$ 334 


$ 120 


$ 715 




$ 8,06;3 


ilabaiTia 
Anniston 

LiP R I r'^-.-— ,-n-*.nf-.j 


? 7376 
















$ 7,975 
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SOURCE 0! EKPENDITURE FOR HEAD START/EPSDT 
COLLABORATIVE EFFORT 



Table XVIII (Cont'd) 



PiToji-et by Hogion/Statc! 


Head Start 

i<r:;DT 

panditurQ;; 


gontrt- 
ktioris 


Cash 
contri- 
butions 


Fddonl 


State 


I/jcal 


EPSDT 
MGdicaicl 
Title XIX 


Othar 


Total 
IIS/EPSDT 
Expend, 

F™ All 
Sources 


REGION IV (COKT.) 

HonticQllo 
Gainesville 
Total 


$ 10,252 


? 489 


5 25 


5 L513 




. $ 640 


$ 320 




$ 13,23? 


13,000 


30O 














13,300 




$ 23,252 


s m 


$ 2S 


1 1,513 




$ 640 


S 320 

T 




$ 26,539 


Kontucky: 
^'r:inkfort 


$ 16,000 


5 4,000 














$ 20,000 


Regional Totalg 


S 74;634 








5 3^714 


§ /dU 








REGION V 

Illinois 1 
Cook County 

Waukegan 

Total 


$ 30,015 


? 3,1?3 




$ 3,25;! 




$2,746 


$22,230 




$ 51,419 


15,035 


5,100 












$ 2,811 


i3,MB . 


9 4 J / U J i 


S 9 711 




S 3,2^4 




$2,746 


.522,230 


$ 2,811 


? 85,365 
— 


Wisconsin: 

Wisconsin Rpds. 

Superior 

Total 


$ 5,000 
















$ 5,000 


5,503 
















5,503 


$ 10,503 
















$ 10,503 


Regional Totals ^ 


$ 55,554 


1 9,273 




1 3,254 




$2,746 


$22,230 


$ 2,811 


$ 95,868 


Ierjc J 
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SOURCE OF EXPENDITURE FOR HEAD START/EPSOT 
COLLABORATIVE EFFORT 

Table KVIII (Cont'd) 



Proioct by feyioii/bLaL': 


Head Star' 
penditure;:; 


Non-cflfih 
In -kind 

COlltl J. 

but ions 


Cash 
contri^ 
biitionB 








EPSDT 
Title m 


OthQ.r 


Total 
HS/EPSDT 

EKpend. 
From All 

Sources 


REGION VI 




















Texas ; 

Witchita Falls 


? 3,951 


3 93 








$ 404 


1 3,494 




? 7,947 


San Antonin 


5,904 
















5,904 . 




5,000 


900 




1 2,653 


? 1,000 








9,553 


Total 


^ 14,855 


$ 99B 




5 2,653 


$ 1,000 


$ 404 


$ 3,494 




$ 23,404 


Arkansas: 
Hot Springs 


1 21,909 


$ 3,070 














1 24,979 


Lou; siana: 
Alexandria 


1 9,387 






$ 5,000 










i 14,387 




5 6,509 


S 1,995 














$ 6,504 


OklaliQina: 
Chickasha 


5 37,242 
















$ 37,242 


Regional lotBls 


5 89,902 


$ 6|063 




.? 7,653 


$ 1,000 


$ 404 


i 3,494 




5108,516 


REGION VII 




















Missouri! 
Joplin 


$ 6,175 
















1 6,175 


Kirkville 
CD ir^^ _ j 


5,102 












? 525 




5,627 



OF EXPENDITURE FOR HEAD START/EPSDT 
COLMBOMTIVE EFFORT 



Table XVIII (Cont'd) 



['lijji^ct by P.ogi':ri/Sl:aLij 



REGION VII (CONT. 



Appleton City 



Kansas : 
i [or ton 



Total 



Regional Totals 



REGION VI n 

Colorado: 
La Junta 



Trinidad 
Total 



Regional Tntals 



, REGION IX 

.Hawaii: 
* * % Kauai 

ERLC 

Regional Totals 



\h>ria star 



fi'..';piiii,irti! 



I 5,000 



$ 16,2?? 



I 5,148 



12,894 



5 48,0'^ 2 



$ 64,319 



K'Circash 
In- kind 
contri- 



I 825 



5 825 



Cash 
contri" 
but inas 



$ 325 



$ 4,950 



4,825 



5,000 



$ W,7?5 



$ 14,775 



I 6,826 



I 6,826 



852 



30 



618 



i 1,500 



5 1,500 



Fedora' 



StatQ 



•TTTTrp'llgmniii 



? 4,400 



10,000 



3,422 



5 17,822 



I 17,822 



I 9,140 



I 9,140 



? 1,029 



I 1,029 



IliCll 



EPSDT 
Medicaid 
Titio m 



Otiier 



5 429 



$ 429 



525 



54,502 



34,502 



$5,027 



$ 642 



$, 642 



$ 642 



HS/EPSDT 

From All 

Sources 



$ 5,000 



$ 16,S02 



$ 1,92C 



$ 1,920 



5 i.s: 



I 5,14B 



$ 48,221 
5 53,369 



S 70, l?! 



$ 10,631 



14,855 



11,602 



5 37,088 



? 37,088 



111 



$ 16,995 



SOURCE OF El^PENDITf FOR HEAD SM/EPSDT 
COLLABOl lVB EFFORT 

Table XVIII (Cont'd) 



Prniect by Kogion/Siiat-j 


puiiditsireK 


Til-kind 
cuntri- 
biitiono 




Fedoral 


State 


Local 


EPSDT 
Title XIX 


Other 


Tot-d 
HS/EPSDT 

Kxpond. 
From All 

Soui'css 


REGION X 

Oregon: 
La Granac 

Eugene 

Salem 

C]iitskanle 
Total 


? 11,939 
















5 11339 


43,280 


5 3,350 














46,630 


s,?oo 
















15,599 


13,331 


410 










$ 1,612 




15,361 


$ 74,250 


1 3,758 




$ 9,899 






% 1,612 




1 89,529, 


Regional Totals 


S 74,250 


$ 3,758 










$ 1,612 




$ 89,529 


IMPD PROGRAMS 

Minnesota: 
White Earth 


$ 45 
















$ 45 


Montana! 
Flathead 


5 e,49B 














$ 2,654 


$ 11,152 


Mebraski; 

Santee Sioux 


S 5,9^4 












., 1 




5 5,924 


IMPD Totals 


5 14,4b/ 














$ 2,654 


5 17,121 


SUMMARY TOTALS 


$496,087 


532,062 




^68,591 


1 5,743 


$ 4,S29 


$41,858 


1 7,445^ 


?656,l4 ' 






1 










'I 
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$61,925 in Title XIX monies available for the collaborative effort 
through revenue sources. It^ therefore, seems reasonable that 
this amount would have been expended. On the other hand, a sub- 
stantial portion of the various screening tests, usually performed 
by the health providers, may have been administered by the Head 
Start/EPSDT staff itself. This would have, of course, precluded 
Medicaid/EPSDT reimbursements and contributed to a lower per- 
centage of Medicaid/EPSDT expenditures. The lack of Medicaid re-^ 
imbursements for all EPSDT health and supportive services should 
also be considered. 

As previously indicated, eKpenditures eKceeded the revenue sources 
available to support the collaborative effort. While this strongly 
suggests error in reporting, the possibility cannot be dismissed 
that projects may have reached beyond the revenue sources re-^ 
ported to sustain the impleitientation of the Head Start/EPSDT 
program* For example, some projecta may have failed to report 
(in the Income Sources Form) monies spent on the effort v/hich 
were not specifically earmarked for He&d Start/EPSDT, but which 
were, nonetheless, used for this purpose. This would suggest 
that in certain cases prbjects were willing to sacrifice other 
program objectives or activities to ensure maintenance of the 
effort* It can be speculated that many of the demonstration 
projects used monies normally associated with the categorical 
Head Start grant to meet the financial obligations of the collabora- 
tion effort incurred beyond the supplemental grant monies available. 
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Other analysis shows that Region VI eKpended $108^515 on the 
Gollaborative e£fort--the most reported among aXl regions and 
IMPD programs. Regions I, IV ^ V, and X all reported EPSDT expendi- 
tures in the range of $90,000. Region VII reported somewhat 
less at $70,171, with Region VIII following at $37/088. Regions 
III, IX, and the IMPD projects indicated expenditures from $16,000 
to $17^000, The least amount reported was in Region II - $14,516* 
Of course, much of this relates directly to the number of projects 
reporting* It is, therefore, not clearly discernible whether 
this trend would have prevailed had the majority of projects re--- 
ported, 

Indrvidually^ Cook County of Chicago. Illinois reportad spending 
$16,419 on the^ collaborative effort, This was highest among the 
demonstration projects. On '.-he ccher hand, Nett Lake, Minnesota 
repox^:ed a nomin^J- amount of $45--^lowest among all projects* 

2 • Analysis of Fi ndings liable KIK ) 

Table XIX indicates that 48% ($316,399) of all monies spent by the dem- 
onstration projects on the collaborative effort was attributable to di^ 
rect costs. This indicates that nearly fifty cents of every dollar went 
to ealaries of staff directly involved in EPSDT medical services; to 
the cost of supplies used in the course of providing direct health 
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HEAD ■START/EPSDT EXPENDITURES REs 
DIRECT, SUPPORTIVE, MB A.DJMINI STRATI VE COSTS,' COST PER CHILD 



1 

i 


TP till 
All 


Diroct 






tlo. Of 
Children 


rhilfl 


1 HEQION I 






























Ill , 32 5 . 00 


g 9^626,00 


S U250,0O 


' S 449.00 


213 


$ 5:1,00 




19*3&1,97 


5,214.77 


8,523.71 




IGQ 




1 Green fie^ld 


3,74G. 3^ 




G33.f^:^ 


2.16, 3J 


3ir 


1 2 , no 


1 t O w el i 


$34^433, 16 


517,707, IB 


SlO,'lOu.3u 


1 -J, 319. 82 


083 


s 50.00 


















S 1 0 1 on 


S 2*000.00 


$ 7,226.06 


1 ^23, 04 


181 


S 56.00 




10,000.00 


4,736.10 


1 ,000.00 


^1,263 JO 


242 


4 i . 00 




$20f 150, Oil 


^ 6,730.10 




$ 5,396,94 


4 23 


? 43-00 


GQnnoc tieuti 














1 Danit IsOfi 


525,632,21 


S 7,139.31 


S 9,148.80 


$ 9,344,10 


158 


f iB2*0O 


□Gv^-ntt City 


l3i8Sr>,00 


1*015 ,00 


S , 609,00 


4 , 262 .00 


i ub 






$39, 51 8. 2] 


1 B, 154 .31 


SI 7 , 7S7 ,no 


$13,606,10 


4 25 


s ^ * 00 


! Regional Totc^ls 


S9^ia01.S? 


S32,597.5D 




$2 3,11 2, e-^ 


l,r.32 




ri;gxon 11 














I New Vovki 














V/a t^r town 


§ 9,237.39 


$ 2,319.19 


5 866.63 


$ G, 051.57 


210 


S 43.00 


Now Jo I'^cy 
















S I, 31 




5 -0= 




J Ut 




j Rtigiona I Vox a J f; 


?ld,5l5.7D 


? 2,3.19,19 




?l 1,3^9. an 




5 2fi/no 


1 liEQlDN ni 






























$]0,7VF,,ei) 


? J, 071. on 


5 3,]SD,7:; 




357 




! Virgin ifM 
















5, 557. 20 








&5S 


$ in.no 


i Tot a] 














1 Rf^giohal Tot<s1 ^5 






U 3,1 V,..7^j_ 
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HEAD SrART/EPSDT EXPENDITURES RE I 
DIRECT, SUPPORTIVE/ A.ND ADMINISTRATIVE COSM; COST PER CHILD 



Table XIX (cont'd) 





Total 
All 




Support i%'t; 


Afir.iiii, 


rJo. Of 
Childron 


Cost 

Per 

Child 


REGION IV 

- StarkQviiig 


$12,0^10.00 
21,520.00 


S 5,S2&.00 
18,427,00 


$ 3,B?0.0': 
3.093. 0 


s 2,92: /:o 


413 
447 


$ 29.00 
4R.0D 


$33,560.00 






S .V,y22.0O 




Tennessee \ 
King^ ton 


$ O,062,4G 


S 4.149.17 




' f 'l379.br 


2^6 




Alabama \ 
CarifQlltQn 


5 7,975.70 


S 7,109 .70 


. S 866.00 


S .0^ 


257 


$ 31 .00 


Georgia: 

Monti cell's j/^'-^ 
Gainosvillo 
Total 


/ 313,230 .01 
13,300.00 


$11,580,01 
2,772 .00 


5 1,439.00 
5,977.00 


S D.3D,0O 
4,551 .00 


68 
900 


S195.00 
] 5 , 00 


$26,539.01 


$14,352 ,01 


$ 7,416.00 


5 4,771 .OD 


968 


1 27.00 


Kentucky: 
Frank foi't 


S^O, 000,00 


$17,503 .00 


$ l;252.00 


s i,ias.oo 


1,530 


$ 13,00 


Regionnl Totals 


195,137 ,17 


$5e,B.m.C8 


$18,850,67 


Sin^,4J.7^J^ 






REGION V 
Illinois: 
Cook Courity 
Waukc^cjaii 
Total 




7,617 ,00 


V o , Jn £ 1 tjij 
9,298.00 


7,031 ,00 


652 
226 


$ 94 .00 
10c1,00 




SS3,429.0Q 


$17,640.00 


51 4, 2 Mf, ,00 


S7R 


1 ^J7 , no 


vasGOii}- in : 

Suj.^yr iOiv 
To La J 


S 5,000.00 

5 >?03 .on 


S 1 ,180 .UO 


S 3,700.00 
-0= 


$ 120.00 

5 303 .no 


508 


S 10,00 

in,o{-^ 


110,503 .00 


$ 1,1 'iD .00 


$ 3,7oa.uo 


S f>,e2^ .00 




? 3 0,nn,. 


Regiona3 Totaln 


$9 5,^03 .no 


S^.4,^09.00 


521,340.00 


Sl9 3i9.na 


1 ,n4 3 . 


$ 49. nn 
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HEAD START/EPSDT EXPENDITURES RE: 

DIRECT, SUPPORTIVE, AND ADMINISTimTIVE COSTS; COST PER CHILD 



TablM XIX {r,n..i'rl) 





To ta 1 
All 

Co s t n 


■.iiLGf^L 






No. Of 
Chi Ulren 
1^. rvoO 


Cc fi L 
Chll 1 


RiiiGroN vr 

Texan t 

tcrtiL.^ Falls 

^Ml}^ L A A. ^ ^ 


5 ,90'1 ,05 
0,553*00 


5,000.00 
5 , 000 . 00 


S 904 .46 
707,55 

2 , 1 no . 0 0 


3 2,515,10 
106.50 
2,445.00 

- 


2oa 

732 
73? 


s 3r,oo 
e. 00 

1 3 . OO 


1 23 ,4 03 .02 


$14,436.92 


S 3,900,01 


5',0r;G.69| 1 ,(,11 


S i4.:io 






S a, 252. 16 


3 115.00 


S 1 0 , C 1 1 , ^ 3 


13*^ 


S 154, 00 


Louisiana : 
Alexandria 


S l^i ,337 .00 


SlO, 506.00 


$ 550.00 


5 3,251 ,00 


741 


$ Ij.OO 


CarloLad 


? B, 503 , 71 


$ 5,000.55 


5 2,200.1 S 


S 1,205.00 


ISO 


s 4.0. ro 


QklahofT-.i ! 


5 17 ,242,00 
3] ng ,51f*, 17 


S 5, Doo.no 


S SjOSD.OO 


S 24, 102, DO 


141 


2G4. on 


Ko q i c 1 i :i 1 To t a I r:. 
HBGXOM VII 

Joplin 
Ki rrkvi 1 if: 
Apple Ion 


$■13, 275,e.4 


$14,P23 .If^ 


S 50, -116,37 


128 
137 

ISl ^ 




$ Ga7D,0O 
L ,627.0Q 
S ,000.00 


e T nil 

627.00 
1 2 . 00 


*^ 4 , A 3 / . i J 

3 ,146.00 
4,777.70 


S 3,00 
1,854,00 
210,21 


$ 4S.O0 
4 1 , or) 
2 n , 00 


$ iG,i!a:!,ao 




S12,OHO,'?.1 


s 2,oi:*i,ii 


44n ^ 


5 10. CO 






$ 40.CKi 
:'2, A 0,2,00 


4 4,lV4,sJ 
:M , 1 ^4 .nn 


S 7.14.0 3 
2,4n», .0^ 


5^T^J 


? 70 , 171 . ?5 


v;^ 2, 702, 00 


S 27, .3 ' 


3,110.0 3 


Rcy ion.ri 1 Tn tn 1 




4'' 30 ,»",0'> , ? 


C 5,207,14 
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HEAD START/IPS DT EXPENDITURES RE; 
DIRECT/ SUPPORTIVE,. AND ADMINISTRATIVE COSTS; COST PER CHILD 



Table XIX (Cont'd) 





All 






Admin. 


NO. Of 
ChiJdron 


COHt 

Child 


• 

Pueblo 
Trinidad 
To t ji 1 


% 10 , L H . GO 
14,855,00 


S in 4RB -01 
10,000.00 


$ 1*13.00 
3,900, 00 
4,0??. OD 


-0 = 

955.-00 
l,f;rj9.4n 


U J 

357 


$ P ^ • UU 

42.00 






i ? H,;,)7b.00 




707 


§ 5:^□o 












707 




RFIGION IX 
Hawal i : 
rkuu J 1 










i -J" 


s 1 on . no 


Regional Totals 




1 0,6 26.00 


$ 0,502.00 


? 1,8&7,00 

311,777,69 
19,246.00 
924,00 


i5e 




REGION :< 
Oiregoui 
La Grande 
Eygono 
Stil cm 
ClatBkan.io 


15,599.00 
1 5 , IfU . DO 


15,782,65 
5^500.00 
12,1 7n; CO 


S 161.25 
11 ,uOl.OO 
9,175.00 
3,.Uib,oo 


49 
222 
320 


$244 ,00 

?iD.ao 

<10 .00 




? 31,^150,65 


%2A, ln3.?5 


S3l,':M7.f.O 


74n 


nno.Do 










? 31 ,9']7.e9 


740 


?J 20,00 


Mi nnc^iotri \ 
Wh.i ti- I V 








Monl 'jfut ; 




i{i,7?^i .on 










1 ■linijriiiQ 














ToUnl TKPD 
GHAllD TOTAI, 




in 72 








? 4^.00' 
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services; and to other areas directly ascribable to heaLth ser- 
vices rendered to EPSDT participants. This finding supports a 
previous statement relative to the project staff administering 
direct health services and thereby, contributing to the low per- 
centage in the use of Medlcaid/EPSDT dollars • 

Further analysis shows that a considerable share of monies spent 
was for supportive and adrninistrative activiites-=-$17 6 ^ 414 and 
$163,570 respectively. Thus^ 27 cents {27%) of every dollar was 
spent on supportive activities and 25 cents (2 5%) off every dollar 
went toward administrative fanctions. 

It seems that adequate monies ware generally provided by the proje 
toward the objective of havdng Head Start assist the^ EPSDT pro-- 
gram in delivering health-related supportive services to Medicaid 
eligible children in the community* Administrative costs, however 
seem to he disproportionately high when considering the major 
objective of the program: to reach and provide EPSDT services 
to as many Medicaid eligible children as possible* This may be 
the result of requisite start-up activities for tha program^ e,g,, 
staff orientation to EPSDT, meetings between Head Start staff and 
local Medicaid/EPSDT agencies, familiarization with and completion 
of data survey instruments, euc, by comparison/ there werur of 
course, difference among regions and IMPD programs regarding the 
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distribution of direct/ support iv3^ and administr votive costs and 
its. proximity to the aggregate distribution of the universe 
(reference Exhibit V^III) . For. example^ Region II reported that an 
inordinate amount of monies ^ approKimateLy 75 cents of every 
dollar^ was spent on administrative tasks, leaving very few 
monies for other services. Conversely, the IMPD projects indi- 
cated that nothing was expended for adniinistrative activities* 
Rather, 9 6% of all ejcpenditures were for direct services, with 
the remaining 4% going to supportive services. In this Instance, 
it must be assunied that there is some error in reporting, since 
it is highly improbable that such a low percentage of administra-- 
tive eKpensas would have been incurred, 

A high incidence of direct services expenditures was also preva- 
lent among Regions 17, V, and VllI-70%, 75% and 71%. Region I 
reported a low of 16% for direct services. The remaining regions 
averaged around 401. 
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EXHIBIT VIII 



DISTMBUTION OP HEAD START/EPSDT EXPENDITURES RE $ 
DIRECT, SUPPORTIVE, AND ADMINISTRATIVE COSTS 



Region 


Total 
Expend . -H . S . EPSDT 


Direct 


Supportive 


Admihistrative 


I 

% Distribution 


94,101 ^ 
100% 


32,597 

351 


36,391 
39% 


25 ,113 

26% 


11 

% Distribution 


14,515 
1001 


2,318 
161 


867 
6% 


11,330 
79% 


III 

% Distribution 


16,342 
100% 


8,438 
52% 


3,156 
191 


4 ,748 

281 


IV 

% Distribution 


96,138 
100% 


66,830 
70% 


18,851 
20% 


10,457 
10% 


V 

% Distribution 


95,868 
100% 


54,609 
571 


21,340 
22% 


19,919 
21% 


VI 

1 Distribution 


108,516 
100% 


43,277 
401 


14,823 
14% 


50,416 
46% 


^ VII 
% Distribution 


70,171 
100% 


25,355 
361 


39,609 

56% 


5,207 

8% 


VIII 
% Distribution 


37,088 
100% 


26,449 
711 


8,075 

22% 


2,564 
7% 


IX 

% Distribution 


16,995 
100% 


6,626 
391 


8,502 
50% 


1,8 67 

11%C 


X 

% Distribution 


89,529 
10 0% 


33,459 , 
37% 


24 ,122 

27% 


31,948 

36% 


IMPD 
% Distribution 


17,121 
10 0% 


16,442 
96% 


679 
4% 




Aggregate Total 
% Distribution, J 


656,384 

1 „..^Pi,9iilii-ii,i, 


316,400 
4 8| 


176,415 

27% 1 


163,569 

1 251 



O „NOTli Inforination is based on a total o£ 45 



projects reporting, 
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EXHIBIT VIII 



DISTMBUTION OF HEAD START/EPSDT EXPENDITURES REi 
DIRECT, SUPPORTIVE, AND ADMINISTRATIVE COSTS 



Region 


Total 
Expend . -H . S . EPSDT 


Direct 


Supportive 


Administrative 


I 

% Distribution 


94,101 ^ 
100% 


32,597 

351 


36,391 
39% 


25 ,113 
261 


11 

% Distribution 


14,515 
1001 


2,318 

161 


867 
6% 


11,330 
79% 


III 

% Distribution 


16,342 
100% 


8,438 
52% 


3,156 
191 


4 ,748 

28% 


IV 

% Distribution 


96,138 
100% 


66,830 
70% 


18,851 
20% 


10,457 
10% 


V 

% Distribution 


95,868 
100% 


54,609 
571 


21,340 
22% 


19,919 
21% 


VI 

% Distribution 


108,516 
100% 


43,277 
401 


14,823 
14ft 


50,416 
46% 


^ VII 
% Distribution 


70,171 
100% 


25,355 
361 


39,609 
56% 


5,207 

8% 


VIII 
% Distribution 


37,088 
100% 


26,449 
711 


8,075 

22% 


2,564 
7% 


IX 

% Distribution 


16,995 
100% 


6,626 
391 


8,502 
50% 


1,8 67 

11%C 


X 

% Distribution 


89,529 
10 0% 


33,459 , 
37% 


24 ,122 

27% 


31,948 

36% 


IMPD 
% Distribution 


17,121 
10 0% 


16,442 
961 


679 

4% 




Aggregate Total 
% Distribution, J 


636,384 

1 „.^Pi,9iilii-ii,i, 


316,400 
4 8| 


176,415 

27% \ 


163,569 

1 251 



O NOTE I Information is based on a total o£ 45 



projects reporting, 
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In the supportive cost category, Region VII was highest ^ with 
eKpenaitures amounting to 56% of the total* Region IX and I 
then follow with 501 and 39% respectively. With the eKception 
of IMPD programs, Region II was lowest in support service expendi- 
ture with only a 6% allocation and Region VII was moderately 
low at 14%. Other regions expended 2 0% or more for supportive 
service activities * 

Administrative eKpenditures outside of Region II ranged from 
7% to 46%. Region VI reported 46% while Regions VII i IV^ and IX 
indicated considerably lower percentagea at 8%^ 10%^ and 11%, 
An average of 28 cents for every dollar was spent by the remain- 
ing regions^ I^ 111/ V and X, on administrative duties* 

The average annual per child cost among all regions and IMPD pro- 
grams was reported at $45,00* This figure appears to be extremely 
low since the national annual per child cost of health services 
to AFDC Medicaid recipients was assessed at $165 per child* Again ^ 
one can speculate that the low average may be attributable to 
under reporting by the demonstration projects of monies used to 
support the collaborative effort. This, of course^ bears directly 
on the per child cost of health and related services- 

*This figure v;as taken from Health Starts E'inal Report of the 
Evaluation of the Second Year Program, Deceinber 1973* pg. 
VIl-14. The calculation \. .s based on information from 
"National Health EKpenditure/ 1969-1971, " Social Security 
Bulletin , January 1972. 
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Reporting among pre ' ects regarding per patient cost varied con- 
sidarably. Data from Table XIX, shows that per child cost of 
health and related services for Head Start/EPSDT ranged from 
eight dollars to $254,00 among the various projects. These amounts 
were reportad by Opportunities Development Corporation of San 
Antonio, Texas and opportunities. Inc. of Wa tonga, Oklahoma, re- 
spectively. Both these projects are Region VI affiliates,^ 

The IMPD programs indicated the highest per child cost at $132*00* 
Regions X and IX followed, reporting $120,00 and $108,00, respec- 
tively. The lowest per child cost v;as reported by Region III - 
$18.00 

Data from Table XIK also shows that considerably low per child 
costs were reported by Regions IV and II - $25.00 and $28,00 The 
remaining regions (I, VI, VII, and VIII) ■ reported amounts closer 
to the overall average per child cost. 

3 . Conclusions 

a* Expenditures for Head Start/EPSDT varied from project 
to project; about 75% of the total l]i^£lDT expenditures 
for all regions and IMPD programs originated from 
the Head Start/EPSDT supplGmental grant* Contributions 
from other sources were minimal 
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b. Medicaid/EPSDT only accounted for 61 o£ all EPSDT 
expenditures. It appears that many projects are 
providing requisite EPSDT screening services to 
collaboration participants themselves. Lack of pro- 
videre^ failure to reimburse for certain services ■ , 
in accordance with the EPSDT state plan, et al* may 
be contributing factors to the low percentage of 
Medicaid/EPSDT eKpenditurer^ . 

c. Analysis of the data indicated that programs ex^ 
tended beyond the supplemental grant to support the . 
collaborative effort, which suggests that the 
supplemental grant alone was not sufficient to sus-- 
tain the implementation of Head Starc/EPSDT. 

d. Overall / 48% of all dollars eKpended by the demonstra-' 
tion projects for the EPSDT program was for direct 
health Bervices^ with 271 and 25% attributable to 
Bupportive costs and administrative costs, respectively. 

e. Projects allocated adequate monies for supportive 
services to satisfy the objective of soliciting as 
many Medicaid eligible children as possible for 
participation in the program. But it appears that 
more discretion could have been eKercised regarding 
the relatively high cost of administrative services , 
in view of the overall objective of reaching and 
serving as many children as possible. 

f. Per child costs fluctuated considerably among the 
projects. The average par child cost, however, 
was assessed at $45^00* 



4 , Policy considerations 



a. The demonstration projects could begin to take a 
serious look at where they are apendiiig money 
relative to fullfilling the objectives of Head 
Start/EPSDT, Certainly if one of the primary objec- 
tives of the program is to reach and provide support-- 
ive services to Medicaid eligible children, then 
programs must identify, within the total program ^ 
concept, the monies needed to accomplish this ob-- 
jective. Thus, it is likely that more should be . 
spent in this area. Expenditures in other areas 
of less priority could, by contrast, be held to 
a minimum* 
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b. Programs could begin to beconie mo^e cost conscious. 
They could consider alternative ways of monitoring 
EPSDT expenditures other than by line-items ex- 
penditure, particularly in light of emphasis (in 
the second year program) on projects qualifying as 
vendors for thirds-party reimbursements. In negotia^ 
ting EPSDT purchase .service agreements^ many 
state and/or local Medicaid agencies require that 
costs be stratified by direct and administrative 
servicea. In some instances^ a determination of 
supportive costs is requeited, This is done for 
purposes of the state ascertaining the services 

for which they will reimburse* h consideration, 
therefore, is that projects would adopt a system 
which begins to meet this need, Such a system not 
only provides a means for identifying costs 
for reimbursement requiremantS/ but can also 
be useful as a management tool for budgeting and 
planning purposes. Moreover ^ it provides management 
with tha requisite information aa to dollar spending 
relative to program objectivea and further establishes 
the parameters necessary for any decision^making as 
to the most eost--ef f ective approach for reaching 
these objectives* 

c. In light of the uncertainty of future collaborative effort 
funding^ stronger emphasis will b^ plaaed on programs to 
take full advantage, wherever possible/ of all Medicaid/ 
EPSDT raimbursable services^ Programs could also be 
encouraged to make every attempt to secure vendor re-- 
cognition* 

- a; 

d. Because of the unreliability of qost/revehue data, 
more emphasis could be placed on the retrieval of this 
information in the proposed second year evaluation, 
particularly in light of the prog^3?ams poor response 
rate and apparent misunderstanding of what was re- 
questedp A closer look at the impact of EPSDT Medicaid 
dollars on the collaborative effoirt might be a key 
consideration* 
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: ^y.JlCXlD INVOLVEMENT IN THE PAYMENT OF EPSDT SERVICES 
TO rdEDICAID CERTIFIED PARTICIPANTS ' ^ 

Data from table XX presents information concerning 
Medicaid's involvement in the payment for EPSDT servicGs 
received by Medicaid certified participants. Information is 
arrayesd by the particular health service category for Head 
Start and non-^Head Start enrolleas. Reporting is based on 
information obtained from the Health Care Encounter Forra 
relative to the 24 selected projects. No attempt v/as made, 
here, to aBsess the dollar value of Medicaid payments, as this 
information aould not be retrieved from the aforementioned form. 
Rather, the data focuses on the unite of health services received 
by Medicaid certified participants in v/hich Medicaid was involved 
as a payment sourcR* This finding is then eKpressed as a 
percentage to : . .^^ of units of health services received which 

were paid for by Medicaid, in whole or part. 

1 . Analys is of Findings 

Data indicated that 51% of all health services received by the 
Iledicaid certified population^-both Head Start and non--Head 
Start participants--among the selected projects was paid for, 
in whole or part, by Medicaid* Surprisingly, non--Head Start 
children had a greater percentage (6 3^) of their health 
services paid for by Iledicaid than did Head Start children (50%). 
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mmW IWOLVEMENT IN THE PMINT OF UNITS OF tmf SEEIFICES 
!0R MEDICAID CERTIFIED PARTICIPIHTS BY HEULTH SEEVICE 



Table XX 



Health 

Sirvici 



5 Total 
Jnits of 

iirvices 
Received 
By Hed. 
Zirtified 
Children 



Units of Services 
Received by Med. 
Cert. Children ' 



Units of Sarvice Paid for 
by Medicaid 



I of Services Re- 
ciived, laid for 
by Medicaid 



Iviragt- 

I for , 




NOTli Figures do not represent nunbora of iedieiid 
children receiving health services. RatJisri 
they represent the units of health I'irvices 
recaived (within each catigory) by Medicaid 
certified participants. 
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This follov/Gd thrQUghout each of the major catagoriGr^ of health 
servica, with the GKCGption of nutritional servicus* It in 
speculated that this trend v/as a result of lasjs contact by the 
programs v/ith the non--IIead Start certified children regarding the 
full range of EPSDT mandated services and/or the probability of 
needed follov;--up treatment. Medicaid in many instances does not 
reimburse Tor the full range of health services. Because Head 
Start Medica d children are more likely to be the recipients 
of total health services as opposed to non-^Head Start riedicaid 
certified children, the greater the possibility becomes for 
Medicaid not to be involved i ae payment process. 

Data also indicates that Medicaid was most responsive in 
participating in the payment for medical and dental services 
admxnistered to Medicaid certified children. iledicaid's 
invo ; x^ement as a payment source in these areas was reported at 
85^ and 76%, respectively. On the other hand, Medicaid's 
involvement in the payment for mental and nutritional health 
services v/as considerably low at 15-i and 4%, 

2 . Conclusions 

a, Vmile the effectiveness of EPSDT Medicaid in terms of 
its dollar contribution to the collaborative effort 
cannot be assessed, it is concluded that the Head Start 
projects v;ere reasonably effective in involving 
Medicaid in the payment of reimbuLjable services 

in accordance with' their respective EPSDT State Plans* 

b, EFSDT Medicaid as a viable source for the payment of 
Medical and Dental services appears adequate, but 
falls Considerably short for the payment of mental 
health and nutritional services. 
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Pol icy Considerations 



a. Head Start projacts could be encourac,. - , v/harever 
posnihlo, to maximize their efforts to involve Medicaid 
in the payment of EPSDT sGrviceSr particularly where 
such service^ are reimbursable according to the EPSDT 
State Plan 

b. ProjectG could also be encouraged to negotiate' v/itli 
state/local Medicaid agencies for reimbursement rates 
which more reasonably, reflect the actual costs or the 
going conuiiunity rate for providing EPSDT scrrvi^.es, 
This could possibly increase the number of Medical 
providers v/illing to participate in the EPSDT effort 
v/ho v/ere reluctant to do so before because of low 
remunerati^ a (from Medicaid) for services rendered* 

G, Projects could be. encouraged to negotiate 

with state/local Medicaid agencies for reimbursGmcnt 
for the full range of EPSDT services provided, e.g, 
supportive services such as transportation, '^%iB would 
reduce the cost to Head Start for the implementation 
and maintenance of the collaborative effort and allow 
these dollars i be reprogrammed for other priority 
considerations lative to the collaboration* 
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D. ASSESSED VALUE OF HEAD D TAi^ T/EPSDT HEALTH SERVICES FOR 
SELECTED PROJECTS 

Information obtninnd applicablG to thn <:iKr,^::ssod value of s-rviaas 
rGgarding medical, dantal, mental haalth, nutritional s^^rvicGB, 
etc., proved to bo unraliablo. Most projects experienced di.f-^ 
ficulty in providing thJ.s information. There was apparent con- 
fusion among the demonstration projects as to tho eKact meaning 
of assessed value of services. 

To • ighlight this confusion in this areri^ one project reported 
the assessed value of all services received at over $4, 000^ 000 ^ 
This was more than the total amount repcrted by all other selectecl 
projects combined. Other projects also reported unreasonable 
amounts . 

Information germane to this area was obtained from the Health 
Care Encoun'::ar Form for the selected projects. The assessed 
value of services was to be reported as the cost that v/ould 
normally be inci'rred by Head Start for the provision of EPSDT 
health services to Medicaid certified children* This amount^ 
which would presumably exceed the total amount of monies paid 
^^edicaid for reimbursable EPSDT services, would constitute 
the additional dollars noeded from Medicaid to support the col-^ 
laborative effort . 
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Conclusions 



With the apparent confusion/difficulty iriost of the selected 
projects ha in gathering information on the ai^sessed value of 
Head Start/EPSDT services^ there were no discernible cjonclusions 
reache on this aspect of the study. 



Po 1 i c y Co n 3 i d e ra t: i o ns 



a. Because of the apparent canfusion caused by the 
use of such terminology as "assessed value of 
servicrni^'S it is suggested that this phrase be 
dropped for purposes of the proposed second year 
evaluation* Rather, it seems only necessary to 
requesu the demonstration projects to report the 
aruQunt of monies they spend, beyond those reimbursed 
by Medicaid, on EPSDT services rendered to Medicaid 
certified participants. This will serve to indicate 
the total amount of monies needed from Medicaid to 
fully support the collaboirative effort relative to 
the Medicaid certific . population. 

b. while most projects do not maintain tlioir accountiibj 
record!? in this manner, it should not be difficult 
to collect this information. An accounting of th^^ 
services received by the Medicaid certified children 
and the related reimbursement reates allowed by Medicaid 
for same would form the basis for calculation. This 
information could be retrieved from* each of the demon^ 
stration projects via the proposed revised End-of -^Year- 
Status Form. 

c. Where site visits are made, a more intensive look at 
the recordkeeping systems and the respective reimburse^ 
ment plans could be conducted to retrievu this infor= 
mation . 
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CgLSl^ C Qatrlbut-loii - amoiiivt of unearned income froni 
voluntary contrlbations , s*g*r foundations^ endow- 
ment i# ate, 

. Donated SexvLcmm_ and Ma terials ^ the assessed value of 
in-^kinS siappo^t firorn non^cash doriatioris, e,g.^ volunteer 
personnel services, materials and other, contributions 
of a non-^cash nature w^hich are increniental to program 
services 

Other R evenue amoxirit of any other revenue from income^-" 
earning efforts sucli as salea^ interest, etc. — not 
gJteviouBly listecl* 



As a point of ^eferanc^^ none of .the 19 8 denioas tration projects parti^ 

cipating in the Head Start/EPSDT Collaborative Evaluation (with the 

exception 'pi Eugene, Oregon) had reached agreements x^ith state/local 

Medicaid agencies for direct thira--party reiiribursement . This p. 

however^ ^as not a priority objective of the first year effort* It 

is anticipated that the second year evaluatioa %vill place more 

amphasis on the demonstration projects securing direct third party 

monies through purchase of service agreementB with state/local ^ 

agencies* Thus, monies shown Lti rable XVri as O'itle XlX/Medicaid 

did not constitute vendor status* on beliaif of the project. Rather # = 

data from this table represented the projects' estimate of Title XIX monies i 

obtained by health providers for services rendered to Medicaid eligible 

children (of the respective projects) participating in the' collabora^ 

tive effort . 



^Vendor status ^ recognized as a provider of health servicGS 
(for which Title KIX monies can be recQlved) by the state/local 
Medicaid agency. 
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1 , Analysis nl: F i ncKji^jg 

Table XVII ohows that an ovcrv/halming majority of tho domonBtration 
projects reporting v/arG vary niuch clependGnt upon tho BuppleiiKinta]. 
grant providud by the federal government for support of the Head 
Start/BPSDT effort. Project grants ranged from ^500 to $16,500 
as reported by Jackson County Child Development Centers of fledford, 
Oregon and Prairie Opportunity^ Inc. of Starkville, MiBsissippi 
respectively* Monies generated through other sources were minimal 
by comparison and in some categories no monies were reported at all. 

It appears that there was no direct relationship between the 
number of children enrolled and/or participating in the Head Start/ 
EPSDT Collaboration / by project, and the amount of monies allocated 
by project, for the Implementation of the collaborative effort. 
For example^ the South Middlesex Opportunity Council of Farmi.ngham, 
Massachusetts indicated it planned to serve 2 50 children for which 
it received $10,000 in supplemental monies- In contrast, the 
Pater son Task Force for Community Action of Paterson, Hew Jersey only 
received $8,000 from the federal government with a planned population 
of over 5,00 0 to be served. Thus the rationale for the distribution 
of supplemental funds was not clearly discernible. 
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)^l:;Vl:;rjUl'; BOliHCES USED TO SUPPORT TriK 
HIiiAD START/EPSDT COLLABOMTIVE EFFORT 



Table mi (Cont'd) 
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RBVRNIIE SOURCES USED TO SUPPORT THE 
HEAD START/EPSDT COLLABOMTIVE EFFORT 



Table MI (cont'd) 
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REVENUE SOURCES USED TO SUPPORT TKE 
HEAD START/EPSDT COLLABOPJITIVE EFFORT 
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:nr:M mm i^m :o f^UPPORT the 
I!:;;.: ^ :':/mm mmm^m effort 



Table XVII (Cont'd) 
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REVrilUC SOURCES [ISED TO SUPPORT THE 
m. r";' ■ T/EPSDT CULlAUOHftTIVB EFFORT 



Table Ml (Cont'd) 
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REVENUE SOURCES USED fO SUPPORT THE 
HEAD STi\RT/EPSDT .COLLMORATIVE EFFORT 



Table MI (Cont'd) 
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A total of $586,188 was obtained/generated for the oollaborative 
effort among the 46 projects reporting. Ejchibit V illustrates 
the percentage distribution of this amount between the respective 
revenue categories. The distribution shows that federal fundi 
(supplemental grant) of $431,798 far out-distanced the other cate-- 
gories as the major contributor to the Head Start/EPSDT effort 
and accounted for 73,7% of all monies generated. In addition / 
monies generated through Medicaid/Title XIX ($61,925/10*6% of total) 
and Donated Services and materials ($55,094/9,4% of total) combined 
to represent 20% of the total funds available to support the 
collaborative effort* These categories , together, became the 
second largest supporter of the collaboration* Exhibit V also 
indicates that very few dollars were provided through state and 
local governments, cash contributions, etc* 

The data supports, as previously indicated, a strong reliability 
on the supplemental grant for maintenance of the demonstration 
program* Table XVII shows that eleven (24%) of the 46 projects 
reporting rely solely on supplemental grant dollars for support. 
These programs are identified in the table by an asterisk (*) 
placed next to their names. Analysis also reveals a modest dependence 
on Donated Services and Materials, It is interesting to note 
that fiv^ projects indicated financial support in this area . 
ranging from 20% to 36% of the total of all monies recGived, 
Reference Exhibit VI. 
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IX- 15 
EXHIBIT V 



PERCENTAGE ALLOCATION OP IIONIES RECEIVED IN 
SUPPORT OF COLLABORATIVE EFFORT 



CATEGORY 


AMOUNT 


% 


Federal Governitient 


$ 431,798 


73.7 


State Governntent 


6,886 


1 . 2 


Local Government 


1,887 


. 3 


Medicaid (Title XIX) 


61,925 


10.6 


* Other 


18,725 


3.2 




530 




Foundations 


— u— 




Endowments 


-0- 




Private 


25 




Donated Services and Materials I 
Services' 


43,370 


8.1 


Materials 


7,724 


1.3 


Other 


9 ,318 


1.5 


Totals 


$ 586,188, 


100.0% 



* other monies obtained through third party sources. 

* Other income earning efforts in support of the collabor=^ 
ative effort such as sales, interest/ etc. not previously 
recorded. 
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COMPARISON OF FINANCIAL SUPPORT 



Head Start/EPSDT 
Project 


Total All Monies 
Received In Support 
of Effort 


Total Monies 
Received-Donated 
Services & Materials 


Percentage 
Relation^ 
ship 


oouun riiQaxesex 

Opportunity Council 
Framingham , Mas sachuee tt s 


32,500 


12,000 


36% 


Thames Valley Council 
tewitt City, Connecticut 


14,000 


4,000 


28% V 


Kentucky Youth Research 
Frankfort^ Kentucky 


20,000 


4,000 


20% 


Lake County C,A*P, 
l7aukegan, Illinois 


18,911 


6,000 


31% 


Parent Action Council 
Roseburg, Oregon 


19,170 


5,148 


26% 



tr 



Most other projects, as Table XVII shows, reported revenues from 
Donated Services and Materials, These amounts, however, were 

i 

not significantly large and would not greatly impact on support 
of the collaborative effort. 



What is obvious from the data is that few projects had financial 
coromitments from sources other than the federal, state, and local 
governments. Contributions from the private sector (foundations, 

endo^^ents, individuals, etc.) were simply non-eKistent , This, 

however, is not surprising as most programs were not engaged 

in a conmunity^wide effort to solicit money from private sources 
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to support the Head Start/EPSDT program. This was also not a 
priority objective of the program. 

Region I reported receiving $127,462 in support of the collabora^' 
tive effort. This was ^he highest amount reported among the regions 
and IMPD programs* The best return rate of the Revenue Sources 
Form was also experienced in this region with 50% (10 out of 20) 
of the programs submitting . the requisite information. This, of 
course, contributes significantly toward the amount indicated and 
suggests that other regions may have fared as well or better 
depending upon their response rates. Region III, on the other 
hand, reported obtaining $77 5---the least among the regions and 
IMPD programs. The response rate in this region was very poor 
with only one of the ten affiliate projects reporting. Again, 
the poor response rate is directly attributable to the minimal 
amount reported. The variations in responses among the regiono, 
therefore, preclude making objective comparisons regarding the 
amount of monies received. 
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2, Gonclusions on -Revenue Sources Obtained to Supp ort the 
Col 1 abo r a t i ver fi f fort 



a. SuppleiTiental grants received by the demonstration 
projects varied widely. There was no apparent cor- 
relation between project size (number o£ children 
to be served) aiid the amount of monies allocated 
per project for implementation of the collaborative 
effort. 

b. To a very large extent, most of the demonstration 
projects depend upon the supplemental grant for 
support of the effort. For every dollar generated 
in support of the effort , the supplemental grant 
represented approximatley 74 cents* It is further 
concluded that the collaborative effort could suffer 
greatly/ if the supplemental grants were discontinued 
as most programs show no immediate alternative method 
of financing p 

c. Despite the reliance by the dem.onstration projects on . 
the supplemental grants some projects showed initiative 
in generating dollars through Medicaid/Title XIX and 
Donated Services and Materials. These categories^ 
accounted for 20 cents of every dollar spent by the 
projects on the Head Start/EPSDT Collaborative Effort. 

d. Monies generated outside the government agencies were 
of very little consequence. 

e. It can be speculated that if information were available 
on the balance of projects not reporting, it would 
have little influence on the above conclusions 
reached, particularly regarding the distribution of 
the supplemental grant monies and dependence on same 
for support of the collaborative effort. 
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Policy Considerations on Revonue Sources Obtained to Sup port 
The Collaborative Effort " ~ ~ 



a. If the supplemental grant is. to continue^ it is 

suggested that monies could be distributed based on a 
formula that reflects program size and other variables. 
This could greatly contribute to an equitable means 
of allocating supplemental monies among the programs. 

b- Programs could be encouraged to begin soliciting 

sources other than the supplemental grant for support 
of the collaborative effort. Suggestions ares 

recognition as a provider of health services by 
the local/state Medicaid agency, whereby third 
party monies accrue directly to the demonstration 
project. These monies can then be reprogrammed or 
earmarked for subsequent EPSDT health and support 
related services* 

where provider recognition is not possible, 
programs may be encouraged to reach agreements 
with local health providers (which are recipients' 
of third party revenues) to share in any monies 
they receive as a result of services rendered to 
children of the local projects, As in the above 
situation, these monies can be used for future 
EPSDT services 

implementation of direct patient payments (for 
non-Medicaid eligible families only) predicated 
on a sliding fee scale system which takes into 
account "the f amily^ s ability to pay 

solicitation at the local community level to 
attract monies from the private sector, e.g,, 
sponsorships, contributions, loans, etc. 
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B. SOURCE OF EXPENDITURE FOR HEAD STARt/EPSDT COLLABORATIVE 
EFFORT (TABLES KVIII AND Kl:*) 

The eKpenditure form was used to collect information on the amount 
o£ monies expended by the demonstration projects in support of 
the collaboration effort* The form was also designed to assess 
the per child cost of screening and treatment and related suppor'- 
tive and administrative services. Information reported was for 
the period July 1, 1974, to June 30, 1975, 

There was wide disparity in reporting among the demonstration 
projects regarding the eKpenditure form as compared to its counter 
part--the income form. It appears that most projects did not 
understand that the amount of monies reported as available for 
the collaborative effort (reference Table XVII) was directly 
related to the amount of monies that could be expended on the 
effort. In fact, many projects reported more monies expended 
than were actually available* 

Because of the lack of data and^ in some instances, its unrelia- 
bility, it was ^not possible to undertake the kind of analysis 
anticipated. Therefore^ no conclusions can be drawn relative to 
the cost impact of the Head Start/EPSDT Collaborative Effort for 
the universe of 198 projects. However, for those projects re^ 
porting, the available data on .the dispersion of these costs are 
summarized in Tables XVIII and XIX, Conclusions and recommenda- 
tions as to the findings also follow, but are limited to the 
universe of projects reporting. 
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Information by region^ state and project concerning the source 
of expenditure for the collaborative effort^ e,g.^ Head Start/ 
EPSDT (supplemental grant), cash contributions^ in-kind contri-- 
bution, etc., is presented in Table XVIII* The table further 
summarizes the total amount of expenditure from all sources for 
each region, state and project. 

Monies expended by the demonstration projects on the collaborative 
effort (including EPSDT payments to providers, as estimated by 
the projects) are categorized into three major groupings in 
Table XIX; 

Direct Costs 

* 

Supportive Cost 
Administrative Costs 

This table further provides the per child cost of EPSDT services, 
by dividing the universe of children served into the total cost 
of all services rendered. 
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Definition of Terms 

Direct Coats tefers to those costs which are directly attributable 
to eervices rendered to children and their families pa rticipating 
in the Head S tart/EPSDT pr ogram , e*g. ^ wages paid to staff per-^ 
sonnel directly involved in administering medical services ^ cost 
of supplies (prostheties ^ pharmaceuticals^ etc.) used in the 
course of rendering health services^ etc. 

Supportive Costs refers to those costs which are necessary to 
ensure quality and ongoing services to children and their 
families ^ e.g./ wages paid to staff persons who ar e not directly 
involved in EPSDT medical t reatment/ but who perform functions 
which induce better or continuing patient service^A^ such as 
outreach, EPSDT staff training ^ etc. The cost of providing 
transportation to and from the clinic setting would also be 
germane to this category* 

Administrative Costs refers to those costs which support overall 
Head Start/EPSDT operations / but which are not as sociated with 
direct medica l services to the collaboration participants , 
e.g., wages paid to Head Start/EPSDT administrative staff, cost 
of transportation/ materials, etc./ which are attribritable to 
EPSDT administrative functions. 
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1. Analysis of Findings (Tabla XVIII) 

Projects reported that they spent a total of $656,383 on the 
collaborative effort. As expected, the majority of theh^e 
monies, $496,087 (76%), came from the Head Start/EPSDT supple- 
mental grant. Other federal dollars in the amount of $68,591* 
paid for 10% of health and related EPSDT services provided to 
children, thus representing the second largest eKpenditure source 
in support of the collaboration. Contributions from other sources 
were significantly less. Exhibit VII provides data on the amount 
of contribution by expenditure source and its diatribution as a 
percentage of the total. 

Interestingly, EPSDT Medicaid was rarely a source of funds used re-- 
garding health services to all Head Start/EPSDT participants. Figures 
show that only 6%, $41,858, was used for health and related services 
from this source. This may have been a result of under-^reporting by 
the projects. However, Medicaid's participation as a funding source 
increases relative to Medicaid payments for services rendered to 
Medicaid certified children-^-both Head Start and non-Haad Start. This 
will be explained in next section. For example, projects reported 



*This amount appears unusually high and may be the result of mis- 
interpretation". That is I some programs may have inadvertently 
reported expenditures from the supplemental gra,nt under the 
"Federal" category as opposed to the "Head 'Start/EPSDT" expendi'- 
ture category. 
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EXHIBIT VII 



SOURCE OF EXPENDITURES FOR HEAD START/ 
EPSDT COLLABORATIVE EFFORT 



EKpenditure Source 


Amount 


By Source 


Head Start/EPSDT 


$ 496,087 


76% 


Contributions 


32,062 


5% 


Cash Contributions 


69 




Federal (Other than 
Supplemental Grant 


68,591 


101 


State 


5,743 


1% 


Local 


4,529 


1% 


EPSDT/Medicaid 


41,858 


6% 


Other 


. 7,445 


1% 


TOTAL 


$656,384 


100% 



NOTE: Information is based on a total of 45 projects reporting, 
which represents 23% of the 198 projects participating 
in the Collaborative Effort* 
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SOURCE OF I2KPENDITURE FOR UEAD START/E 
COLLABORATIVE liFFORT 

Table KS/iXl 



Vrojoct^ by Rerj ion/nta to 


i i I:;:-- tl. M ^ U L \^ ^ 

EPGDT Kk- 
pend t tuif OB 


.1. 1 I f\ 4 1 

. but: ions 


r n h 

contr i-- 
butions 




State 


BEG TON t 

Ma s g a c hu ^ q 1 1 y : 

Pitts field 
Grt^en field 

Total 


$ 11 / 32 5 










19, 322 




$ 40 






2,04 6 


$ 319 








$ 32,693 


S 319 


$ 40 






Vermont i 
Newport 

Winooski 

TQtal 


$ 10,150 










10,000 










$ 20,150 










ConiiGcticu^ : 
Dan lei son 

jcwatt City 

Total 


$ 9,6B4 


$ 141 




$ 13,661 




9,086 


$ 4 ,000 








$ 19,570 


4 ,141 




? 13,661 




Begional Totals 


$ 72,413 


$ 4,460 


$ 40 


S 13,661 




REGION II 

New Yorki 
O ^ Watertovn 


$ 8,102 


$ 1,135 









I t f t t t t 
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SOURCE OF EXPENDITURE FOR HEAD START/EPSDT 
COLLABORATIVE EFFORT 



Table Will (Cont'd) 



Project bi^ R(i)gion/atatG 


[lead Start 

EDSDT 
pGnditures 


Non-cash 
In-kind 
oOntri- 
hutions 


Caili 

butiontS 


Pederal 


StatG 




IPSDT 
Hedicaid 
Title m 


OthQr 


Total 
HS/EPSDT 
Expand, 

From Ml 
Sourcgs 


REGION II (CONlj 

Itew teseyi 
Orange ■ 


S 5,2?a 
















i 5,273 


Kscjiondi locals 




9 » i j i J J 














■$14,515 


REGIOM in 
Nary] and i 




$ 225 




— - — 






? 550 




110,175 


West Virginia ^ 
Roanoke 


5 5,567 
















$ 5,56? 


Raqional Totali 














$ 550 




116,342 


REGION IV 

Startiville 
Yazoo 
Total 


? 8,240 













1 3,800 




$12,040 


12,300 






1 5,549 


$ 3,380 




191 




.21,520 


$20,540 






1 5,649 


1 3,380 




? 3,991 




$33,560 


Kingston 


$ 6,866 


? , 24 


$ 4 




$ 334 


$ 120 


$ 715 




$ 8,053 


Alabama 
Anniston 

ERIC 


? 7,976 
















$ 7,976 
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1M1 

SOURCE OF EIPENDITURE FOR HMD START/EPSDT 
COLLABORATIVE EFFORr 



TablQ XVni (Cont'd) 



Project by Kf'gion/Sta';^ 


Head Start 

Ei'SDT Ev- 
punditurer. 


Noii-ijanli 
Iri'kind 
contri- 
butions 


Cash 
cantri" 
butionB 


Fdcral 


Stntc 


l/jcal 


EPSDT 
HGdicaicl 
Title X!X 


Othar 


Total 
IIS/EPSDT 

Expend. 
Froni All 

Sources 


REGION IV (CONT.) 

Honfeicallo 
Gainesville 
Total 


1 10,252 


5 409 


1 25 


$ 1,513_ 




, $ 640 


$ 320 




$ 13,239 


13,000 


30O 














13,300 


_...! ..- -1 

$ 23,252 


s m 


5 25 


5 1*513 




1 640 


S 320 

T 




? 26,539 


KGntucky; 
■ :'Tankfort 


$ 16,000 


? 4,000 














$ 20,000 


Rgqional Totals 


$ 74,634 


1 4,813 




5 7,162 


1 3,714 


$ 760 


? 5,026 






REGION V 

IlUnoiii 
Cook County 

Waukegan 
Total 


1 30,016 


? 3,1?3 




? 3,254 


.;ii..-.>^....^.^Luuii 


?2,?46 


?22,230 




$ 61,419 


15,035 


6,100 












$ 2,811 


ij,Mb ■ 








1 3,254 




$2,?45 


S22,230 


$ 2,811 


$ 85,365 


Wi scons in: 

WisconL^n Rpi^. 

Superior 

Total 


$ 5,000 












llllll""!' — 




$ 5,000 


5,503 
















5,503 


$ 10,503 
















$ 10,503 


Regional Totals ^ 


$ 55,554 


$ 9,213 




5 3,254 




$2,746 


^22,230 


$ 2,811 


$ 95,S68 


ERIC 
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SOURCE OF EKPENDITURE FOR HEAD START/EPSDT 
COLLABORATIVE EFFORT 

Table XVIII (Cont'd) 



Pro]oat by Iteqioii/Stato 


Head Star' 
pundituroH 


Non-cash 
In-kind 
contri- 
butions 


Cash 

butioilB 


FedDi'iil 


State 


Ijocal 


mm 

Medicaid 
Title XIX 


Other 


Total 
HS/EPSDT 

Expend . 
From All 

Sources 


REGION VI 

Texas ; 

Witchita Falls 

San Antonio 

torino 

Total 

Arkansas^ 
Hot Springs 


1 3,951 


5 98 








$ 404 


$ 3,494 


" ;iiL,- ,1 .^1^ 


1 7,941 


5,904 
















5,904 


5,000 


900 




$ 2,553 


? 1,000 








9,553 


^ 14,855 


$ 998 


$ 2,553 


S 1,000 


$ 404 


$ 3,494 




$ 23,404 


i 21,909 


$ 3,070 














$ 24,979 


Loir Liiana: 
Alexandria 


^ 9,387 






$ 5,000 








• 


1 14,387 


Nsw Mexico: 


5 6,509 


S 1,995 












■ 


1 8,504 


Chickasha 


5 37,242 
















? 37,242 


Regional Totals 


1 89,902 


$ 6|053 




5 7,653 


1 1,000 


$ 404 


? 3,494 




?108,516 


REGION VII 

Missouri! 

Joplin 

Kirkville 

ERIC 


1 6,175 
















1 6,175 


5,102 












1 525 




5,62? 
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SOURCE OF EXPENDITURE FOR HEAD START/EPSDT 
COLLABORATIVE EFFORT 

Lo XVin (cont'd) 





Fx- 


Moii ^CQ sli 
In^kind 
cent ri"^ 
bi]t:ion.i 


con tri ^ 
but iruu^ 


Fedaral 


StatG 


iDC.ll 


EPSDT 
Modi caid 
Title XIa 


Otlier 


Total 
HS/EPSDT 

EMpGHd. 

rron All 
Sources 


VII (CONTO 
f'pl^^'ton City 
Total 


$ 5,000 
















$ 5,000 


$ 16,277 












$ 525 




S 16,802 


Drtoii 
irard 

Total 
L Totals 


$ 5448 
















$ 5,148 


42,894 


$ 825 










54,502 




$ 48,221 
? 53,369 


. 0 43, 0-12 


$ 825 


-. 








S4,502 


$ 64,319 


S 825 










$5,027 




5 70,171 


/III 
1 Junta 


$ 4,950 


$ 852 




$ 4,400 




$ 429 






$ 10,631 






30 




10,000 










14,855 


riniclad 
Total 


5;O0O 


618 




3,422 






$ 642 


S 1,920 


11,602 


$ 14,775 


$ 1,500 




S 17,822 




$ 429 


S, 642 


S 1,920 


$ 37,088 


L Totals 


$ 14,775 


$ 1,500 




$ 17,822 




S 429 


$ 642 


$ 1,920 


5 37,088 


fx 

L I 

luai 


$ 6,826 


i 




$ 9,140 


$ 1,029 








441 

S 16,995 


L Totals 


5 6,826 






$ 9,140 


1 1,029 








$ 16,995 



ERIC 
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SOURCE OF immm for head start/epsdt 

COLLABOI lVE EFFORT 

Table XVIII (Cont'd) 



Pi'o]Gct by tegion/Giiato 


p(;!if!ll.UJ*a? 


Non-caRh 

contri- 
bution B 




FGdoral 


^ 1 ^ >=! 


I/Qcal 


EPSDT 

HQfJiCQid 

Title m 


Other 


Total 
HS/EPSPT 

Expand , 
From Ml 

Sources 


REGION X 

Oregon: 
La GrandG 

Eugene 

Salem 

CJritskanie 
Total 


5 11,939 
















5 11,939 


43,280 


$ 3, 350 




iiiiiiTiYrirf 1 1 III" • 










46,630 


5,700 






1 9,899 










15,599 


13,331 


418 










$ 1,612 




15,361 


$ 74,250 


i 3,758 




1 9,899 






$ 1,GI2 




i 89,529, 


Regional Totals 


i 74,250 


$ 3^68 










■ $ 1,612 




1 89,529 


IMPD PROGRAMS 

Minnesota: 
White Earth 


$ 45 
















i 45 


Montana: 
Flathead 


? 8;498 














$ 2,654 


$ 11,152 


Nebraska; 

Santee Sinux 


<*! t Villi 
















$ 5,924 


IMPD Totals 
















5 2,654 


1 17,121 


SUMMARY TOTALS 


$496,087 


532,062 


1 ' 69 


$68,591 




? 4,529 


$41,858 


$ 7,445 


$656384 ' 


a? 

-r " 




i 














4i3 
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$61,925 in Title XIX moniei available for the collaborative effort 
through revenue sources. It^ therafore^ seems reasonable that 
this arnount would have been expended. On the other hand^ a sub-- 
stantial portion of the various screening tests, usually performed 
by the health providers, may have been administered by the Head 
Start/EPSDT staff itself. This would have, of course, precluded 
Medicaid/EPSDT reimbursements and contributed to a lower per- 
centage of Medicaid/EPSDT expenditures. The lack of Medicaid re«- 
imbursements for all EPSDT health and supportive services should 
also be considered. 

As previously indicated, eKpenditures eKCeeded the revenue sources 
available to support the collaborative effort. While this strongly 
suggests error in reporting, the possibility cannot be dismissed 
that projects may have reached beyond the revenue sources re-^ 
ported to sustain the impleitientation of the Head Start/EPSDT 
program* For example, some projecta may have failed to report 
(in the Income Sources Form) monies spent on the effort v/hich 
were not specifically earmarked for He&d Start/EPSDT, but which 
were, nonetheless^ used for this purpose. This would suggest 
that in certain cases prbjects were willing to sacrifice other 
program objectives or activities to ensure maintenance of the 
effort* It can be speculated that many of the demonstration 
projects used monies normally associated with the categorical 
Head Start grant to meet the financial obligations of the collabora- 
tion effort incurred beyond the supplemental grant monies available, 
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Other analysis shows that Region VI eKpended $108|515 on the 
Gollaborative e£fort--the most reported among al,l regions and 
IMPD programs, Regibns I, IV ^ V, and X all reported EPSDT expendi- 
tures in the range of $90,000. Region VII reported somewhat 
less at $70,171, with Region VIII following at $37/088, Regions 
III, IX, and the IMPD projects indicated expenditures from $16,000 
to $17^000, The least amount reported was in Region II $14,516* 
Of course, much of this relates directly to the number of projecta 
reporting. It is, therefore ^ not clearly discernible whether 
this trend would have prevailed had the majority of projects re--- 
ported, 

Indrvidually^ Cook County of Chicago. Illinois reportad spending 
$16,419 on thc^ collaborative effort, This was highest among the 
demonstration projects* On '-he ccher hand, Nett Lake, Minnesota 
repox^ed a nomin^J- amount of $45--^lowest among all projects* 

2 . Analysis of Fi ndings U'able XIX ) 

Table XIX indicates that 48% ($316,399) of all monies spent by the dem- 
onstration projects on the collaborative effort was attributable to di-- 
rect costs. This indicates that nearly fifty cents of every dollar went 
to salaries of staff directly involved in EPSDT medical services; to 
the cost of supplies used in the course ot providing direct health 
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HEAD BTART/EPSDT EXPENDITURES RE: 

DIRECT, SUPPORTIVE, AND ADWINI STRATI VE COSTS; COST PER CHILD 



1 
i 


TP till 
All 


Dit'QCt 


?up|ror Li */u 


Ad.-fiin. 


llo. Of 
Children 


co^t 
rhilfl 


y ^tWlwN J. 


























t 




111,321.00 


S 9,626.00 


S 1,250,00 


' 1 449.00 


2.^3 


$ 5.1 , 00 






S, 214 .77 


8 * 523. 71 


5,624 -,il9 


1 60 


i 21 ,00 


Green fiela 






u 3 3 




3 If 


1 7 . no 




$34^^33. 16 


$11, 707 , IB 


510 i 'tOu . 3u 


1 ^,310.82 






















llO* 150. 00 


^ 2, Quo. 00 




S ^^"^ n H 
^£ J . y 


} SI 


^ 30 » WW 


WirT)o ski 




4, 736 , 1 0 


1 , 000. 00 


^, 2fj3 JO 


24 S 






S20f i^Oi Oil 


^ -u , / J U * i U 


? U , ^ ^ U . J '3 




4 23 


f 4^ g . no 


Gonnoc ti 1 1 














j Darii^ IsOfV 


q T E £ "5 n TI 






$ 5,344.10 


1 58 


f iB2* 00 


jov^-'jtt City 


l3,8Sr>.00 


1,015 .00 


8,609.00 


4,262.00 


26S 


f»2.0O 






S a, 1S4 .31 


SI 7 , 757 , no 




4 .1 11 








597 .50 


$3fi, 391J-.2 


$2 3,112 J-^ 


1 ,r.32 
































VMt^r town 


f* O T 1 T TO 


*^ n "3 1 Q Id 


^ ^ ft 1 




21fi 




f Now Jei'^eyi 






















S 5, 27a. 31 


1 302 


s ifl.n-^ 






9 2,319,19 




?i 1,3^0. an 




5 2?3/nO 


! ITOION ni 














t Mnr/hindi 
















$10, 7/ F,, 01) 


^ 2,^11 .00 






357 




j Virgin if! ; 
















5, 557. 30 










$ 10. no 


i Tq t »n 1 














1 lif^cjiohal Tot<ili=^ 






$ 3,1 V.<.7^»_ 


5 ^1, -Mr,:'!. 


1 OK) 
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HEAD SrART/EPSDT EXPENDITURES Rls 
DIRECT, SUPPORTIVE^ km ADMINISTRATIVE COSM; COST PER CHILD 



Table XIX (Cont'd) 





•total 
All 

Co Fits 


Di rrct 


Suppo r t i 




rJo. Of 
ChildrGn 


Cost 
Per 

Child 

— - - 


REGION IV 
. StarkQviiig 


$12,0^10.00 
21,520.00 




$ 3,B?0.0': 
3.093. M; 


3 2,92: /:o 


413 
447 


$ 2'-). on 

4fl.00 


$33,560.00 








i ^ 

S60 ! $ 3^^*^0 


King^ ton 


$ O,06:!,4o 


S 4.149.17 


^ 2,33:U07 




?.26 




Alabama \ 


5 7,975.70 


$ 7,109 .70 


. S 866. OD 




257 


$ 31 .00 


Monti cello 
Gainosvillo 
Total 


/ 313,230 .01 
13,300,00 


$11,580,01 
2,772 .00 


5 1,439.00 
5,977.00 


S D.3D,0O 
4,551 .00 


63 
900 


S19"} «00 
] 5 , 00 


$26,539.01 


$14,352 .01 


$ 7,416.00 


5 4,771 .00 


968 


1 27.00 


Kentucky: 
Frank foi't 


S^O, 000,00 


S17,5G3 .00 


$ l;252.00 


S 1,10S.OO 


1,530 


$ 13,00 


Regionnl Totals 


195,137 ,17 




$18,850,67 


sin,4r.7 ,.^.2 






REGION V 
Illinoii: 
Cook CovJiity 
Waukc^cjaii 
Total 


$Glj4l9.0O 
l?3,9^1u.D0 


145,912 ,00 
7,617 ,00 


1 3,3^2,00 
9,298.00 


S 7,205 .00 
7,031 ,00 


652 
226 


$ 94.00 
10*1,00 




SB3,42^.0O 


$17,640.00 


$i4,2Mn ,00 


S7R 


1 07 , no 


Wig com - in t 
To La J 


S 5,000.00 

5 .on 


S 1 ,180 .ijO 


S 3,700.00 
-0= 


$ 120.00 

5,^0i .no 


50S 

^57 


S 10,00 
10,0?) 


110,503 .DO 


S IJ 'iD ,00 


$ 3,70a.U0 


s .00 




? 10, nn,. 


Rogiona3 Totnln 


$9 5,^03.00 


S^.4,^09.00 


521,340.00 


Sl9 3l9,no 


1 , n4 3 


$ 40. no 
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HEA.D SrART/EPSDT EXPENDITURES RE; 
DIRECT, SUPPORTIVE, AND A.DMIN1STI^TIVE COSTS? COST PER CHILD 



labia KIX (r,n..i 'rl) 





To ta 1 
A 1.1 








No. Of 
ChiUlrcn 


For 


t'J i F r' f i i t ^ P ^ 1 1 >^ 
» V 1 t L I t i Uu I a L L b 


5 *90'1 ,05 
0 * 553 .DO 


$ ^1 , *i 3 , 9 J 
5,000.00 
5 , 000 ^ 00 


S 904 . 46 
707,55 
2 , 1 DO . 0 g 


3 2,515.10 
106.50 
2 , 4 4 5 . 0 D 


732 
73 2 


e.oo 

1 3 . ''9 


123 ,403 .02 


$14,436.9-1 


S 3,9ac3,Oi 


S', 0^6.69 


1 , r.7 ? 


S l4.:iD 






S a, 252. 16 


3 115.00 


sio,cai .^3 


13*^ 


SiS4,00 


Louisiana: 
Alexandria 


S 14 ,337.00 


510, 506.00 


$ 550. DO 


5 3,n5l ,00 


741 


$ Ij.C'O 




? a, 503, 71 


$ 5,000.55 


5 2,200.1 S 


S l,3<!5.aD 


m 


s 4.0. ro 


QklaliOfr-.i ! 


5 17 ,242, DO 


S 5, Doo.no 


S SjOSD.OO 


S24,l92,0a 


14 1 


n2G4,nn 


Koqion.i] Tot air. 


5ing,51f*,17 


$43, 275,e.4 


$14,P23 .1*^ 


S 50,-110,37 






HBGXOM VII 

Joplin 
Kirrkvlllf.' 
Apple Ion 
Totdl 


$ 6,17D,0O 
I» , 627 . OO 
5 ,000.00 


$ 2,013,97 
627 . 00 
1 2 . 00 


$ 4,157.13 
3,146.00 
4,777.70 


$ 3,90 
210,21 


128 

1^ / 

ISl 


$ 4S.O0 

4 1 , no 


$ ifi,fia:!.ao 






s n,oi:*i,il 


44n 




Morton 
Gi ^^\rd 
TnL>U 


5 ,1-13. 35 


$ 40.00 


4 4,374 . sJ 
:m , 1 ^4 J'n 


S 7.14.03 
2,4iV,.0^ 


2oy 


5 10. CO 








3,1 v>.n3 




f ' ^ 


Roginn.ril Tntfil'-. 


? 70,1 71. 3S 






C 5,207,14 


1 .314 
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mAD START/IPS DT EXPENDITURES RE; 
DIRECT, SUPPORTIVE,. AND ADMINISTRATIVE COSTS; COST PER CHILD 



Table XIX (Cont'd) 







Ail 








NO . Of 


Co^ t 
f'h i 1 


REGio*; vrii 

Cq lor A drg 1 
La Junua 
Pueblo 
Triiiidad 


$ 10,1.31.00 
14,855,00 

(,02. no 


5 10,4BB,00 
10,000.00 


$ 1*13,00 
3,900.00 
4,032. OD 


-0 = 

955.-00 
1, €09.40 


305 
357 
14'- 


S 52,00 
42.00 


$ 37,08^3. DO 




J ? H,;,i7b.00 


? 2,504.40 


707 


§ 5:^□o 




5 37,08^. '^0 




1^ 2,5C4.4D 


707 




RfiGlON IX 
Hawal i : 
Kauai 


1 995. DO 


$ 6,S2D.0O 




$ l,So7,00 


15R 


Sinn. no 


Regional Totals 




1 0,6 26. 00 


$ 0,502.00 


1 1,807,00 

311,777,69 
19,246.00 
934.00 
^0- 


15e 




REGION :< 

La Grande 
Eygeno 

ClatBkan.io 


15,599.00 
15, IfU.DO 


15,782.65 
5,500.00 

12 ,i7n ;co 


S 161.25 
11 ,uOl.OO 
9,175.00 
3,.l.'Ui,00 


49 
222 
320 
1^-J 


,00 

?io.ao 

^10.00 

1 np ,nn 




? 31,^150.65 


S24, ln2.?5 


Sll,CM7.f.9 


74n 


n^D.oo 


Rciglon.il Toi_nls 




5 33,^58.05 


S 14,.V, 


? 31 ,f^07.e9 


740 


?1 20.00 


Ml iTn'. tff^jtri i 
Wht li: V.,ii \ h 








to 




Flnl \U ,. ; 


11 , 












1 

i 






? 5,70n.QQ 










ToUnl TKPD 




rtifi,ngH,72 


■1 ''N. I 






f 4f;.nn' 


GKAliD TOTAL 




i4,r^M^ 
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services; and to other areas directly ascribable to health ser- 
vices rendered to EPSDT participants. This finding supports a 
previous statement relative to the project staff administering 
direct health services and thereby, contributing to the low per- 
centage in the use of Medlcaid/EPSDT dollars • 

Further analysis shows that a considerable share of monies spent 
was for supportive and adrninistratlve activiites-=-$17 6 ^ 414 and 
$163^570 respectively. Thus^ 27 cents {27%) of every dollar was 
spent on supportive activities and 25 cents (2 5%) o£ every dollar 
went toward administrative fanctions. 

It seems that adequate monies were genrarally provided by the project 
toward the objective of havdng Head Start assist the^ EPSDT pro-- 
gram in delivering health-related supportive services to Medicaid 
eligible children in the comrnunity* Administrative costs ^ however, 
seem to he disproportionatei^ high when considering the major 
objective of the program: to reach and provide EPSDT services 
to as many Medicaid eligible children as possible* This may be 
the result of requisite start-up activities for the program^ e,g,, 
staff orientation to EPSDT, meetings between Head Start staff and 
local Medicaid/EPSDT agencies, familiarization with and completion 
of data survey instruments, euc, by comparison/ there WDru, of 
course, difference among regions arid IMPD programs regarding the 
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distribution of direct/ supportive^ and administr votive costs and 
its proKimity to the aggregate distribution of the universe 
(reference Exhibit V^III) . For. example^ Region II reported that an 
inordinate amount of monies ^ approximateLy 75 cents of every 
dollar, was spent on administrative tasks, leaving very few 
monies for other services. Conversely, the IMPD projects indi- 
cated that nothing was expended for adniinistrative activities. 
Rather, 9 6% of all ejcpenditures were for direct services, with 
the remaining 4% going to supportive services * In this Instance, 
it must be assumed that there is some error in reporting, since 
it is highly iinprobable that such a low percentage of administra-- 
tive eKpensas would have been incurred, 

h high incidence of direct services expenditures was also preva- 
lent among Regions 17, V, and VllI-70%, 75% and 71%. Region I 
reported a low of 16% for direct services. The remaining regions 
averaged around 401. 



451 



IX- 39 



EXHIBIT VIII 



DISTMBUTION OF HEAD START/EPSDT EXPENDITURES REi 
DIRECT, SUPPORTIVE, AND ADMINISTRATIVE COSTS 





Total 








Region 


Expend . -H . S . EPSDT 


Direct 


Supportive 


Administrative 


I 


94,101 . 


32,597 


36,391 


25 ,113 


% Distribution 


100% 


351 


39% 


261 


11 


14 , 515 


2,318 


867 


11 ,330 


% Distribution 


1001 


161 


6% 


79% 


III 


16 , 342 


8,438 


3 ,156 


4,748 


% Distribution 

— — — - 


100% 


52% 


19% 


28% 


IV 


96 , 138 


66 , 830 


18 , 851 


10 ,457 


% Distribution 


100% 


70% 


20% 


10% 


— — — — — — 

V 


95,868 


54 ,609 


21,340 


19,919 


% Distribution 


100% 


571 


22% 


21% 


VI 


108,516 


43,277 


14 ,823 


50,416 


1 Distribution 


100% 


401 


14% 


46% 


^ VII 


70,171 


25, 355 


39 , 609 


5/207 


% Distribution 


100% 


361 


56% 


8% 


VIII 


37 ,088 


26,449 


8,075 


2,564 


% Distribution 


100% 


711 


22% 


7% 


IX 


16,9 95 


6,626 


8,502 


1,867 


% Distribution 


100% 


391 


50% 


llftC 


X 


89,529 


33,459 , 


24 ,122 


31,948 


% Distribution 


10 0% 


37% 


27% 


36% 


IMPD 


17,121 


16,442 


679 




% Distribution 


10 0% 


961 


4% 




Aggregate Total 


656,384 


316,400 


176,415 


163,569 


% Distribution, J 


10 0| 


4 8| 


27% \ 


1 25% 



Q WOTli Information is based on a total of 45 



projects reporting, 
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In the supportive cost category, Region VII was highest^ with 
eKpenaitureB amounting to 56% of the total* Region IX and I 
then follow with 501 and 39% respectively* With the eKception 
of IMPD programs^ Region II was lowest in sapport service expendi- 
ture with only a 6% allocation and Region VII was moderately 
low at 14%. Other regions expended 2 0% or more for supportive 
service activities * 

Administrative eKpenditures outside of Region II ranged froiri 
7% to 46%. Region VI reported 46% while Regions VII| IV/ and IX 
indicated considerably lower percentages at 8%^ 10%^ and 11%, 
An average of 28 cents for every dollar was spent by the remain- 
ing regions^ I^ 111/ V and X, on administrative duties* 

The average annual per child cost among all regions and IMPD pro- 
grams was reported at $45.00* This figure appears to be extremely 
low since the national annual per child cost of health services 
to AFDC Medicaid recipients was assessed at $165 per child* Again ^ 
one can speculate that the low average may be attributable to 
under reporting by the demonstration projects of monies used to 
support the collaborative effort- This, of course ^ bears directly 
on the per child cost of health and related services- 

*This figure v;as taken from Health Starts E'inal Report of the 
Evaluation of the Second Year Program, Deceinber 1973* pg. 
Vll-14. The calculation \. .s based on information from 
"National Health Expenditure, 1969-1971, '^ Social Security 
Bulietin y January 1972. 

453 

o 

ERIC 



Reporting among pre ' ects regarding per patient cost varied con- 
siderably. Data from Table XIX, shows that per child cost of 
health and related services for Head Start/EPSDT ranged from 
eight dollars to $254,00 among the various projects. These amounts 
were reported by Opportunities Development Corporation of San 
Antonio, Texas and opportunities. Inc. of Wa tonga, Oklahoma, re- 
speatlvely. Both these projects are Region VI affiliates.^ 

The IMPD programs indicated the highest per child cost at $132*00* 
Regions X and IX foLlowed, reporting $120,00 and $108,00, respec 
tively. The lowest per child cost v/as reported by Region III^ 
$18.00 

Data from Table XIK also shows that considerably low per child 
costs were reported by Regions IV and II - $25.00 and $28.00 The 
remaining regions (I, VI, VII, and VIII) ■ reported amounts closer 
to the overall average per child cost. 

3 * Conclusions 

a. Expenditures for Head Start/EPSDT varied from project 
to project; about 75% of the total m'ODT expenditures 
for all regions and IMPD programs origrnated from 
the liead Start/EPSDT supplemental grant* Contributions 
from other sources were minimal 
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b, Medicaid/EPSDT orily accounted for 61 o£ all EPSDT 
expenditures. It appeara that many projects are 
providing requisite' EPSDT screening services to 
CQllaboration participants themselves . Lack of p:cO'- 
videre^ failure to reimburse for certain services ■ . 
in accordance with the EPSDT state plan, et al*. may 
be contributing factors to the low percentage of 
Medicaid/EPSDT eKpenditurer^ . 

c* Analysis of the data indicated that programs sk- 

tended beyond the supplemental grant to support the , 
collaborative effort, which suggests that the 
supplemental grant alone was not sufficient to sus^ 
tain the implementation of Head Starc/EPSDT. 

d. Overall/ 48% of all dollars eKpended by the demonstra-- 
tion projects for the EPSDT program was for direct 
health services^ with 271 and 25% attributable to 
Bupportive costs and administrative costs, respectively- 

e. Projects allocated adequate monies for supportive 
services to satisfy the objective of soliciting as 
many Medicaid eligible children as possible for 
participation in the program. But it appears that 
more discretion could have been eKercised regarding 
the relatively high oost of administrative services , 
in view of the overall = objective of reaching and 
serving as many children as possiblet 

f. Per child costs fluctuated considerably among the 
projects. The average par child cost, however, 
was assessed at $45^00. 



4 , Policy considerations 
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a. 



The demonstration projects could begin to take a 
serious look at where they are apending money 
relative to fullfilling the objectives of Head 
Start/EPSDT. Certainly if one of the primary objec- 
tives of the program is to reach and provide support- 
ive services to Medicaid eligible children, then 
programs must identify, within the total program 
concept, the monies needed to accomplish this ob- 
jective. Thus, it is likely that more should be , 
spent in this area . Expenditures in other areas 
of less priority could, by contrast, be held to 
a minimum. 

455 



b. Programs could begin to beconie mote cost consoious. 
They could consider alternative ways of monitoring 
EPSDT expenditures other than by iine-items ex- 
penditure, particularly in light of emphasis (in 
the second year program) on projects qualifying as 
vendors for thirds-party rsimhursaments , In negotia^ 
ting EPSDT purchase , service agreements^ many 
state and/or local Medicaid agencies require that 
costs be stratified by direct and administrative 
serviceE, In some instances^ a determination of 
supportive costs is requeited, This is done for 
purposes of the state ascertaining the services 
for which they will reimburse* h consideration, 
therefore, is that projects would adopt a system 
which begins to meet this need, Such a system not 
only provides a means for identifying costs 
for reimbursement requiremants^ but can also 
be useful as a management tool for budgeting and 
planning purposes. Moreover ^ it provides management 
with tha requisite information aa to dollar spending 
relative to program objectives and further establishes 
the parameters necessary for any decision-'making as 
to the most cost--ef f ective approach for reaching 
these objectives, 

Cp In light of the uncertainty of future collaborative effort 
funding^ stronger emphasis will b^ plaoed on programs to 
take full advantage, wherever possible/ of all Medicaid/ 
EPSDT raimbursable servicea^ Programs could also be 
encouraged to make every attempt to secure vendor re- 
cognition * 

- a; 

d. Because of the unreliability of qost/revehue data, 

more emphasis could be placed on the retrieval of this 
information in the proposed second year evaluation, 
particularly in light of the prog^3?ams poor response 
rate and apparent misunderstanding of what was re-' 
questedp A closer look at the impact of EPSDT Medicaid 
dollars on the collaborative effort might be a key 
consideration. 
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^y.JlCXlD INVOLVEMENT IN THE PAYMENT OF EPSDT SERVICES 
•rO MEDICAID CERTIFIED PARTICIPANTS ' , 

Data froin table XX presents information concerning 
Medicaid's involvement in the payment for EPSDT servicGS 
received by Medicaid certified participants. Information is 
arrayesd by the particular health service category for Head 
Start and non-^Head Start enrollees. Reporting is based on 
information obtained from the Health Care Encounter Forra 
relative to the 24 selected projects. No attempt v/as made, 
here, to assess the dollar value of Medicaid payments, as this 
information aould not be retrieved from the aforementioned form. 
Rather, the data focuses on the unite of health services received 
by Medicaid certified participants in v/hich Medicaid was involved 
as a payment sourcR, This finding is then expressed as a 
percentage to t^^ . : . of units of health services received which 
were paid for by Medicaid, in whole or part. 

1 . Analys is of Findings 

Data indicated that 51% of all health services received by the 
iledicaid certified population^-both Head Start and non--Head 
Start participants--among the selected projects was paid for, 
in whole or part, by Medicaid* Surprisingly, non--Head Start 
children had a greater percentage (6 3^) of their health 
services paid for by lledicaid than did Head Start children (50%). 
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tdEDICAID IWOLVEMENT IN THE PAYMENT OF UNITS OP EPSDT SER\/ICES 
FOR MEDICAID CERTIFIED PARTICIPANTS BY HEALTH SEEVICE 



1 



Health 

Servic! 



s Total 
Jniti of 

services 
Received 
By Hcd. 
:eftifiecl 
en 



Units of Servicis 
Received hf Med. 
Cert. Cluldren ' 



Medisai 



Dental 



iitntal 
Healtn 



Nutritional 



Total 



3,900 



3,298 



,,428 



3,430 



12,056 



HS 



3,424 



2,970 



1,^06 



3,001 



10,801 



476 



328 



22 



429 



1,255 



HS 



its of Sarvice Paid for 
by Medicaid ■ 



Yes 



2,853 



2,198 



206 



117 



5,374 



No 



i71 



772 



1,200 



2,884 



5,427 



Yes 
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319 




19 



17 



422 



467 



1 of Services Re- 

ciived laid for 
by Medicaid 



HS 



831 



741 



141 



41 



10^ 



m 



m 



31 



63^ 



NOTE: 



Figures do not represent nurabors of Medicaid 
children receiving health sirvices. Rather, 
thiy represent the units of health sirvices 
ricsivad (within each category) by Medicaid 
certified participants. 



This follov/Gd thrQUghout each of the major catagoriG^ of health 
service, with the GKception of nutritional servicus* It is 
speculated that this trend v/as a result of lasjs contact by the 
programs v/ith the non-^IIead Start certified children regarding the 
full range of EPSDT mandated services and/or the probability of 
needed follovz-up treatment. Medicaid in many instances does not 
reimburse Tor the full range of health services- Because Head 
Start Medica d children are more likely to be the recipients 
of total health services as opposed to non-^Head Start riedicaid 
certified children, the greater the possibility becomes for 
Medicaid not to be involved i ae payment process. 

Data also indicates that Medicaid was most responsive in 
participating in the payment for medical and dental services 
admi.nistered to Medicaid certified children. iledicaid's 
invo ; x^ement as a payment source in these areas was reported at 
85^ and 765, respectively. On the other hand, Medicaid's 
involvement in the payment for mental and nutritional health 
services v/as considerably low at 15% and 4%, 

2 . Conclusions 

a, vmile the ef f ectxveness of EPSDT Medicaid in terms of 
its dollar contribution to the collaborative effort 
cannot be assessed, it is concluded that the Head Start 
projects v;ere reafionably effective in involving 
Medicaid in the payment of reimbuLjable services 

in accordance with" their respective EPSDT State Plans* 

b, EPSDT Medicaid as a viable source for the payment of 
Medical and Dental services appears adequate, but 
falls considerably short fcr the payment of mental 
health and nutritional services. 
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3* Policy Considerations 



a. Head Start projacts could be encourac,^: , v/harevar 

posnihle, to maximizQ their efforts to involve Medicaid 
in the paymont of EPSDT sGrvices, particularly where 
such service^ aro reimbursable according to the EPSDT 
State Plan 

h. Projecto could also be encouraged to negotiate' v/itli 
state/local Medicaid agencies for reimbursement rates 
which more reasonably, reflect the actual costs or the 
going conuiiunity rate for providing EPSDT scrvi^^es, 
This could possibly increase the number of Medical 
providers v/illing to participate in the EPSDT effort 
who v/ere reluctant to do so before because of low 
remunerati^ a (from Medicaid) for services rendered. 

G, Projects could be, encouraged to negotiate 

with state/local Medicaid agencies for reimtaursGmont 
for the full range of EPSDT services provided, e.g, 
supportive services such as transportation, '^'his would 
reduce the cost to Head Start for the implementation 
and maintenance of the collaborative effort and allow 
these dollars i be reprogrammed for other priority 
considerations lative to the collaboration* 
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D. ASSESSED VALUE OF HEAD DTaK{7EPSDT HEALTH SERVICES FOR 
SELECTED PROJECTS 

Information obtninnd applicablG to thn nKr^ossocl value of s.;rvicos 
rGgarding medical, dantal, mental haalth, nutritional s^^rvicos, 
etc., proved to bo unraliablo* Most projects experienced di.f-^ 
ficulty in providing thi.s information. There was apparent con- 
fusion among the demonstration projects as to tho aKact meaning 
of assessed value of services. 

To • ighlight this confusion in this areri^ one project reported 
the assessed value of all services received at over $4,000^000. 
This was more than the total amount repcrted by all other selected 
projects combined. Other projocts also reportGd unreasonable 
amounts . 

Information germane to this area was obtained from the Health 
Care Encoun'::cr Form for the selected projects. The assessed 
value of services was to be reported as the cost that v/ould 
normally be inci'rred by Head Start for the provision of EPSDT 
health services to Medicaid certified children* This amount^ 
which would presumably eKceed th© total amount of monies paid 
Hy Medicaid for reimbursable EPSDT services, would constitute 
the additional dollars needed from Medicaid to support the col-^ 
laborativQ effort- 

462 

o 

ERIC 



Conclusions 



With the apparent confusion/difficulty iriost of the selected 
projects ha in gathering information on the ai^sessed value of 
Head Start/EPSDT services^ there were no discernible conclusions 
reache on this aspect of the study. 



Po 1 i c y Co n 3 i d e ra t: i o ns 



a» Because of the apparent confusion caused by the 
use of such terminology as "assessed value of 
servicrn:^", it is suggested that this phrase be 
dropped for purposes of the proposed second year 
evaluation* Rather, it seems only necessary to 
requesu the demonstration projects to report the 
aruQunt of monies they spend, beyond those reimbursed 
by Medicaid, on EPSDT services rendered to Medicaid 
certified participants. This will serve to indicate 
the total amount of monies needed from Medicaid to 
fully support the collaboirative effort relative to 
the Medicaid certific . population. 

b. while most projects do not maintain tlioir accounting 
records in this manner, it should not be difficult 
to collect thiy information. An accounting of th'=^ 
services received by the Medicaid certified children 
and the related reimbursement reates allowed by Medicaid 
for same would form the basis for calculation. This 
information could be retrieved from* each of the demon^ 
stration projects via the proposed revised End-of -^Year- 
Status Form. 

c. where site visits are made, a more intensive look at 
the recordkeeping systems and the respective reimburse-^ 
ment plans could be conducted to retrievu this infor= 
mation . 
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